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The changes that have taken place in the treat- 
ment of the mentally sick during the past several 
centuries have been phenomenal. The most remark- 
able changes no doubt have taken place during the 
last one hundred years. We should be proud of 
the part our country has played in the revolutionary 
changes that have occurred. Time will not permit 
me to give you the details of the part played by 
various individuals in this and other countries, who 
contributed so much to the advancement of psychi- 
atry and psychiatric therapy. 

Ignorance and fear have at last given way to 
understanding of the so-called insane. Consequently, 
great changes have taken place in the methods of 
treatment of the mentally ill. 

Psychiatric treatment in its historical develop- 
ment demonstrates that treatment has always been 
dependent on the status of medicine at the time. 
When we look back on some of the methods that 
were used to treat the mentally sick years ago, we 
wonder what was the state of mind of those who 
instituted any such methods of treatment. Let us 
hope that psychiatrists of future generations will 
not look on some of the treatment used by us at 
the present time in the same light. 

Psychiatric history has been divided into periods 
or eras by various individuals. It seems to me 
that the eras described by Dr. William C. Men- 
ninger are quite comprehensive. He divides psy- 
chiatric history into five periods: the Ancient Era 
from 2500 B. C. to 200 A. D.; the Christian Era 
from 200 A. D. to 1500 A. D.; the Reformation and 
Renaissance from 1500 to 1750 A. D.; the Era of 
Enlightenment from 1750 A. D. to 1890 A. D.; the 
Modern or Analytic Era from 1890 to date. 

Throughout the Ancient Era the early primitive 
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people regarded diseases and particularly mental 
diseases as an expression of the will of some super- 
natural being, the wrath of some offended god or 
as punishment for sin. Since it was thought that 
mental derangement was brought on the individual 
by evil spirits, the treatment usually consisted 
of methods that were necessary to counteract the 
wrath of the demons and win favor of the benevo- 
lent gods. As a result, various sorts of ceremonies 
and all forms of magic were resorted to. Shrines 
were established in Babylonia, Assyria, Phenicia, 
Egypt and Greece. The treatment of mental de- 
rangement during this period came into the hands 
of priests who also acted as physicians. This period 
has been described by some as the Priest-Physician 
Age. Many of the shrines were located near what 
was thought to be medicinal springs. Important 
characters who can be associated with psychiatry 
during this period included first Pythagoras, the 
famous Greek, who considered the brain as the 
organ of higher activities. His method of treat- 
ment was special dietary measures, the leading of 
a moral life, in which moderation and occupation 
were essential features. 
available indicate that the therapy at that time com- 
pared not unfavorably with psychiatric therapy of 
the present day. 

Greece reached the highest development of the 
Priest-Physician Age in the worship of Aesculapius 
and in one of these centers Hippocrates, usually 
regarded as the father of medicine, was taught. 
Hippocrates must be given credit for first declar- 
ing about 400 B.C. that mental disease is a physi- 
cal disease of the brain due to natural causes and 


The fragmentary records 


not divine influence—a belief to which we still 
subscribe, although we cannot always demonstrate 


the truth. 
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Plato and Aristotle, although classified as philoso- 
phers, were both interested in the mental life of 
men. Both maintained but did not advance the men- 
tal understanding of mental disorders beyond the 
teachings of Hippocrates. Plato’s writings, produced 
about 380 B.C., dealt especially with mental hygiene, 
probably more advanced than what we are prone to 
think of as modern thought. Plato stated, “Educa- 
tion should begin before birth. Therefore, no man 
or woman should procreate unless in perfect health.” 

Hippocrates described dementia, melancholia and 
mania. At that time it was the general belief that 
all mental disturbances were caused by “humors”’. 
The four humors were yellow and black bile, blood 
and mucus. Consequently, all treatment revolved 
around this theory. In addition to sacrifices, pray- 
ers, etc., the Greeks instituted bleeding and purging 
as therapy. 

The Christian Era (200 A.D. to 1500 A.D.) 
saw the end of treatment of mental sickness along 
medical lines. There was a reversion to supersti- 
tion and magic. ‘The treatment during this era de- 
teriorated rapidly and consisted almost ef cruelty. 
The cutstanding forms of treatment were torture, 
burning, chaining, confinement in dungeons, starva- 
tion and death by various metheds. 

The 15th century is to be recalled as the Age of 
Witchcraft. Mental illness was believed to indi- 
cate a league with the Devil. Egypt, however, held 
true to its former culture and it is recorded that 
in 1250 A. D. mentally sick were admitted to a gen- 
eral hospital in Cairo. 

During the latter part of the Christian Era a 
group of individuals known as mystics and astrolo- 
gers appeared and grew in importance. With them 
treatment was controlled by signs of the Zodiac. 

The Reformation and Renaissance Era (1500 
A.D. to 1750 A.D.) saw the starting of mental 
hospitals, but the plight of the mental patient con- 
tinued deplorable. Treatment consisted primarily in 
segregation of patients with attendants who were 
little more than convict guards, providing the poor- 
est of food, straw beds and vermin. The patients 
were usually kept in chains in unlighted cells and 
without medical treatment. Blood letting, being a 
fashionable remedy in medicine at that time, was 
applied freely in all kinds of psychiatric disorders. 
In the 17th century calomel and various salts began 
to be highly advocated. Opiates were recommended 
by Paracelsus in the 17th century, sometimes for 
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gastro-intestinal symptorhs but chiefly to induce rest 
and sleep. The idea ccntinued to prevail in this 
era that mental illness resulted from some form of 
infestation and patients were treated by putting 
them in whirling machines and surprise baths. They 
were subjected to unexpected noises or offensive 
odors for the purpose of driving out the demon. 
Patients were frequently bound to rotary machines 
to produce nausea, as it was thought that nausea 
had a calming effect. It was thought that pain 
was indicated to stimulate withdrawn, negativistic 
patients. These erroneous ideas persisted until phy- 
siology and psychology were in position to study 
sensations. The milder cases received very little, 
if any, attention and were allowed to roam the 
streets and beg alms. 

The cultural changes that took place in the 18th 
century brought about a remarkable change in the 
attitude toward and treatment of mentally ill pa- 
tients. Beginning with the year 1750 and ending 
with the vear 1890 can well be called the Era of 
Enlightenment so far as the mentally ill were con- 
cerned. However, it took years to overcome errone- 
ous conceptions and to have modern theories ac- 
cepted. The change in attitude was first manifest 
in the method of care by means of hospitalization. 

We cannot adequately discuss the changes that 
took place in psychiatric therapy during this era 
without mentioning briefly the names of those who 
were responsible for the great changes that took 
place. The names cf Pinel and Tuke are quite 
important, but Benjamin Rush is considered the 
father of American psychiatry. Perhaps no one 
American layman has done more for the mentally 
ill than Dorothea Lynde Dix who lived in this era. 

In this same era Franz Anton Mesmer revived 
the hypnotic idea under the guise of magnetism. 
Mesmerism is of importance in connection with the 
history of psychiatry, because it introduced a new 
note into mental therapy and it was partly respon- 
sible for psychic influence becoming such a factor 
in the causation and treatment of psychoses. 

S. Weir Mitchell is mentioned prominently in 
this era, especially due to his advocacy of rest treat- 
ment for nervous patients. His program consisted 
chiefly of a planned program of mild activities, 
careful dietary supervision and much bed rest. 

During this era hospital organization and treat- 
ment was gradually solved. However, many of the 
treatments used in the hospitals continued to ap- 
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proach the inhumane type of treatment used in the 
dark eras of psychiatry. Many methods of me- 
chanical restraint were used at that time which are 
now greatly, condemned. The problem of restraint 
is still quite a debatable subject. There are many 
psychiatric hospitals where one or another form 
At the end of this 
era, chemical restraint, made possible by the dis- 


of mechanical restraint is used. 


covery of various alkaloids and sedatives, was con- 
sidered preferable over mechanical restraint. Much 
has been written about mechanical versus chemical 
restraint. 

Hydrotherapy began to be used in a more humane 
way in this era in the form of prolonged baths and 
cold or warm wet packs. This probably has been 
found to be a useful substitute for restraint in many 
instances. Despite the intensive use of hydrotherapy, 
little is known about its physiological action. It 
is still impossible to state how much relaxation is 
due to psychological and how much is due to phy- 
siological factors. 


Although occupational therapy had been mildly 
introduced as psychiatric therapy prior to the Era 
of Enlightenment, the main principles of occupa- 
tion were not recognized until the 18th century. 
At this time occupational therapy was developed 
along different lines. Many physicians felt it nec- 
essary to stress that occupation should be used only 
for distraction, while others urged the use of work 
which needed to be done in a hospital or which 
was of value. The fear of causing hospitals to de- 
velop into work houses has not subsided even as 
vet. It is my opinion that occupational therapy 
should never lose its place as such in the organi- 
zation of a mental hospital. An intelligent and 
highly specialized person should be at the head of 
such a department but always subordinate to the 
physician. 

The Modern or Analytic Era has been described 
as having its beginning in the year 1890, for it was 
about that time that Dr. Sigmund Freud was in- 
strumental in laying the groundwork for the Ana- 
lytical Age by the introduction of psychoanalysis. 
Treatment during this era is difficult to analyze 
fully, but it is thought by many that great ad- 
vances have been made through psychotherapy by 
means of psychoanalysis in one form or another. 

Occupation, recreation and education have grad- 
ually found their places in psychiatric therapy. If 
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we think of education as a form of psychiatric ther- 
apy, we should perhaps closely associate it with a 
movement that was instituted -in this country by 
Clifford Beers, a prominent layman. I am speak- 
ing of Mental Hygiene, which undoubtedly has a 
very important place in psychiatric therapy. 
Dietary changes no doubt have brought about 
marked improvement in chronically ill patients and 
have furthered the recovery of excited and depressed 
patients who would have died previously. In this 
connection most of us can recall that not so many 
years ago all mental institutions were called upon 
to treat a great number of patients suffering from 
psychosis with pellagra. To substantiate this, I 
will cite you some statistics taken from the biennial 
reports of the State Hospital at Morganton, North 
Carolina. In the year 1931, sixty-one patients were 
admitted to that institution with a diagnosis of psy- 
chosis with pellagra. That same year twenty-two 
deaths are recorded as due to pellagra. In the year 
1945, only one patient was admitted with a diag- 
nosis of psychosis with pellagra, and in the same 
year no deaths were recorded as due to pellagra. 


The beneficial effects of nicotinic acid in the 
treatment of human pellagra were demonstrated in- 
dependently and simultaneously by four groups of 
in 1937. Since then been 
numerous reports of the successful use of nicotinic 
acid in the treatment of pellagra. 


workers there have 
That nicotinic 
acid is one of the factors in vitamin B was shown 
by Funk, who isolated it from yeast in 1912; but 
it was Goldberger and his associates who proved 
the existence of a pellagra-preventive factor in vita- 
min B. And thus was instituted a rational method 
of combating pellagra, which I have shown was a 
contributing factor in the causation of many cases 
of psychoses just a few years ago. 

Most of us have also witnessed the great changes 
that have taken place in the treatment of general 
The introduction of the Wassermann test 
and the demonstration by Noguchi and Moore in 


paresis. 


1913 of the presence of the spirochete in the brain 
immediately placed the treatment of paresis on a 
sound footing. At first it was mercury, iodides and 
arsenicals, but it was found that chemotherapy 
alone was none too effective in combating the dis- 
ease. However, there was no remarkable change 
In that 
year Wagner von Jauregg published a report on 


in therapy for general paresis until 1918. 
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the effect of malaria on general paresis. Treatment 
of general paresis by malarial therapy was perhaps 
first used in this country in late 1922 at St. Eliza- 
beths Hospital in Washington, D. C. In 1929 
Neymann and Osborne first described the produc- 
tion of electropyrexia and later reported successful 
results in cases of general paresis. At present elec- 
tropyrexia or modification of it is being used ex- 
tensively, but it has not altogether replaced ma- 
larial therapy. Both types of fever therapy are used 
in combination with chemotherapy, and, although 
a difference of opinion exists as to the relative 
merits of each, it is commonly agreed that either 
one used in combination with arsenicals is far su- 
perior to the old chemotherapeutic method alone. 
Another form of treatment for general paresis, which 
is only in its infancy, is penicillin therapy. It is 
undoubtedly too early to judge accurately whether 
this form of therapy alone will prove effective 
enough to replace the other forms of therapy that 
are accepted at the present time. 

Despite the fact that much research has been 
done on epilepsy, the treatment of epilepsy has 
undergone no remarkable change since the introduc- 
tion of phenobarbital as the outstanding therapeutic 
measure. Other drugs have, ef course, been intro- 
duced, but no doubt phenobarbital or some closely 
allied drug is still more widely used than any 
other drug. 

Just after the end of World War I, in the year 
1919, there was much discussion of the part played 
by foci of infection in medicine, and mental pa- 
tients and mental diseases did not escape. Dr. 
Cotton perhaps did more work along this line 
among the mentally ill than anyone else. The 
wholesale removal of parts of the gastro-intestinal 
tract, teeth, tonsils and prostate, which had ardent 
advocates at one time, has lost its place as accred- 
ited psychiatric therapy. 

Perhaps the most widely used type of therapy in 
psychiatry at the present time is the so-called shock 
therapy, which term, in my opinion, was unfortu- 
nately adopted. Shock therapy, of course, in one 
form or another, has been used as psychiatric ther- 
apy for many years. One of the earlier forms of 
therapy that could well be classified as shock ther- 
apy was sudden immersion in cold water. The use 
of chloroform and ether in the treatment of men- 
tally sick patients soon after its advent in medicine 
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could also be classified as some form of shock 
therapy. 

The term shock therapy has come to be popu- 
larly applied to three forms of procedure: insulin 
hypoglycemia, metrazol, and electric convulsive 
therapies. The first of these to be used was insulin 
therapy. The effect of hypoglycemia on certain 
types of mental disturbances was first noted by 
Sakel, of Vienna, while using insulin in treatment 
of drug addiction. The first to use insulin in this 
country was Cameron and Hoskins in the Worcester 
State Hospital in 1936. 

The next type of shock therapy to be introduced 
was metrazol convulsive shock therapy. This was 
described by Meduna in 1933. 

Electric shock therapy was first introduced in 
Italy in 1938 and was soon introduced in this coun- 
try. This is the most recent type and probably the 
most widely used of any type of shock therapy at 
the present time. 

There is quite a diversity of opinion as to which 
types of mental illness are best benefited by shock 
therapy. Neither do we as yet have any concrete 
evidence as to the degree of permanency of the re- 
sults of this type of treatment. However, it is the 
opinion of many that insulin shock therapy is more 
successful in the treatment of certain types of 
schizophrenia, while others claim that electric shock 
is more useful in the treatment of agitated depres- 
sion, states of excitement, either manic or schizo- 
phrenic, and to a lesser extent in the retarded or 
apathetic states. In some cases the benefit derived 
from shock therapy is obviously of a temporary na- 
ture, while, on the other hand, the benefit derived 
from electric shock therapy in agitated depression 
seems to be more lasting, according to some authori- 
ties. In many instances the shock therapies have 
been beneficial in controlling behavior disturbances. 
This has been a great help in many institutions in 
many instances during the past few years while 
there was acute shortage of attendants and nurses. 
Some authorities are of the opinion that shock 
therapy causes some patients who have hitherto 
been inaccessible to psychotherapy to become more 
cooperative after the use of shock therapy and in 
many cases the combination of the two methods of 
treatment—shock and psychotherapy—is now being 
used. Most authorities agree that practically the 
only contraindications to shock therapy are osteo- 
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porosis, cardiovascular renal disease and tubercu- 
losis. 

Since the onset of the last war a type of psychiatric 
therapy has been given wide notoriety both in medi- 
cal journals and current periodical magazines. This 
type of therapy is called narco-synthesis. The two 
drugs most commonly used for this treatment are 
amytal and pentothal sodium. This form of therapy 
is a form of hypnotic therapy used in revealing 
buried memories and conflicts, reliving emotionally 
traumatic experiences, treatment of mute and cata- 
tonic patients. 

During the war it is stated that this type of 
therapy proved very effective in military practice 
in combat cases of fairly recent origin. Since this 
type of treatment is of such recent origin it is diffi- 
cult to predict what place it will take in psychiatric 
therapy. 

Operations on the brains of psychotic patients are 
not new. It is probably true that many of the pre- 
historic skulls which have been unearthed show 
definite evidence that trephining was done with the 
idea of relieving some form of mental disorder. 

Moniz and Lima, of Lisbon, probably performed 
the first prefrontal lobotomy in 1935. They first 
injected frontothalmic fibers with alcohol. This 
procedure proved to be unsuccessful. They later 
invented a knife by which frontothalmic fibers were 
cut. 

Dr. Walter Freeman was the first in this country 
to have prefrontal lobotomy performed on a patient 
in 1936. The technique of the operation varies 
somewhat from clinic to clinic, as well as the claims 
of success for this particular type of treatment. 
Patients who are recommended for this type of treat- 
ment are frequently the ones who have failed to 
respond to other methods of treatment. It seems that 
the group most prominently mentioned by those who 
are doing this type of work as receiving this type 
of treatment are schizophrenics, depression of the 
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involution period and obsessive neurotics. 

It has been said that prefrontal lobotomy is an 
interesting therapeutic endeavor and perhaps should 
not be condemned too severely until it has a fair trial. 


While this paper is supposed to deal entirely 
with past and present types of psychiatric therapy, I 
have the feeling that we perhaps are on the threshold 
of a great era in the treatment of the mentally ill. 
It is my opinion that when we know more of the 
glands of internal secretion we will have a better 
understanding of the causes of mental sickness and 
its eventual treatment. Therefore, the results of 
research along the physical as well as along social, 
environmental, economical, educational and behavior 
lines should be utilized, so that our knowledge of 
psychiatry and psychiatric therapy can keep abreast 
with the magnificent advances being made in other 
branches of medicine. 
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OBSCURE HEMATEMESIS: GASTROSCOPY, AN AID IN ITS DIAGNOSIS* 


CHaARLEs M. Caravatt, M.D., 
and 
James M. MacMILLAN, M.D., 
Richmond, Virginia. 


Studies performed within two to three weeks fol- 
lowing massive hemorrhage from the upper G. I. 
tract fail to show the site of the bleeding in about 
one-fourth of the cases; and while it is true that 90 
per cent of all cases of hematemesis are probably 
due to peptic ulcer, either gastric, duodenal, or anas- 
tomotic, many are not proved by history and x-ray, 
as they are the acute type and heal rapidly, espe- 
cially following hemorrhage. If the patient gives a 
good history of active ulcer symptoms before hemor- 
rhage, and there is cessation of pain after the bleed- 
ing, an inferential diagnosis of peptic ulcer is prob- 
ably justified; but even then the clinician must 
utilize all available diagnostic methods to focalize 
the site of the pathological process. In 685 cases of 
hematemesis seen at the Boston City Hospital’, 
75-80 per cent showed a positive deformity. In 60 
cases, or 9 per. cent, the etiology was undetermined. 

Carefully performed Roentgen ray study of the 
upper G. I. tract will show the abnormality caus- 
ing the bleeding in over 80 per cent of the cases if 
accomplished shortly after or during the hemorrhage. 
Esophageal ulcer, carcinoma, and varices together 
with congenitally short esophagus and hiatal hernia, 
as well as gross gastric ulcers and benign and malig- 
nant neoplasms of the stomach, can usually be cor- 
rectly recognized by appropriate barium studies. 


CONDITIONS DEMONSTRABLE BY X-RAY 


1. Ulcer 

2. Carcinoma 

3. Varices 

a Congenital short esophagus 


Esophagus.____ __ 


1. Hiatal hernia 
2. Peptic ulcer 
3. Neoplasms 


| a. Benign 


b. Malignant 
+. Granulomas 


It is the 20 to 25 per cent of patients showing no 
positive x-ray findings that we want to consider. So- 
called occult hematemesis and the problem of the 
site of its origin can best be considered by a simple 


*Read before the annual meeting of the Medical Society 
of Virginia, at Virginia Beach, October 14-16, 1946. 


classification of causes of upper G. I. bleeding, 
which are not demonstrated by barium studies. 


Causes oF OBscuRE HEMATEMESIS 


2. Gastritis 
Intra- 


(: Peptic ulcer 
Gastric 


3. Gastric erosions 


5. Post-operative 


[ Rupture of sclerotic vessels 
6. Polyps 


‘1. Esophagus 
2. Portal cirrhosis and thrombosis 
3. Banti’s disease 
+. Blood dyscrasias 
Extra- a. Purpura 
b. Hypoprothrombinemia 
c. Polycythemia 
5. Other systemic diseases 
a. Toxic 
b. Infectious 
c. Shock 
d. Burns 


Gastric ULcer: Not all cases are demonstrated 
by x-ray. It is well to recall that to obtain a diag- 
nostic silhouette, a crater with contained barium 
must be seen; and often acute and superticial lesions 
may not be satisfactorily projected. Tanner* studied 
631 gastric ulcers, 159 of which were diagnosed by 
gastroscope, when x-ray was negative. Most of these 
were of the acute and shallow type. This is a larger 
per cent of cases with negative Roentgen findings than 
is reported by most other clinics. Rivers and Wilbur® 
have shown that many massive hemorrhages are not 
due to rupture of a large blood vessel, but the oozing 
originates from small congested vessels or from buds 
of vascular granulation tissue. 

Case Report: J. B., white male, age 34, with clin- 
ical story of peptic ulcer for four weeks, followed by 
massive hematemesis. A benign, penetrating lesion 
of the lesser curvature of the stomach was demon- 
strated on films, and on medical treatment, the lesion 
disappeared. Four months later, another episode of 
hematemesis occurred without any subjective com- 
plaint. Gastroscopy, performed as the bleeding 
about ceased, showed a superficial ulcer of the gas- 
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tric mucosa, which was oozing freely, about 2 cm. 
from healed scar of old ulcer. This may have been 
the site of the first gastric hemorrhage. This indi- 
cates the advisability of gastroscopy in cases of 
bleeding. 

Gastritis: There is no constant subjective pat- 
tern associated with any type of gastritis. Many 
cases of asymptomatic hematemesis are caused by 
erosions associated with gastritis, particularly the 
hypertrophic type. Massive hemorrhage is seldom 
caused by superficial gastritis, but it is not uncom- 
mon in hypertrophic gastritis. Fatal bleeding from 
this has been reported by Schindler, by Bockus,” 
by Korbsch,® and by Konjetzny.‘ 

Piedro de la Vesca* endosccped 177 cases of hema- 
temesis and demonstrated true gastritis as probably 
the cause of it in 10.6 per cent. Schindler thinks 
the percentage is greater. Gastroscopy should be 
performed as early as is practical, so as to visualize 
the area of bleeding, preferably not over 72 hours 
following the cessation of bleeding. Even in the 
presence of a demonstrated duodenal ulcer, particu- 
larly if pyloric obstruction is present,** there is 
often an active concomitant erosive gastritis which 
may be the source of bleeding. Hemorrhage follow- 
ing gastric surgery is not infrequently due to cir- 
cumscribed hypertrophic gastric mucosal changes. 

Case Report: 
enced two previous episodes of moderately severe 
upper G. I. bleeding. Duodenal deformity was said 


White male, age 47, had experi- 


to have been demonstrated previously but was not 
confirmed by us. The cap appeared normal four 
days after the cessation of bleeding from this, his 
third bout of hematemesis. Gastroscopy revealed 
large, rigid, edematous rugae, which were not flat- 
tened by increased air pressure, with cobble-stone- 
like depressions and several large active erosions, 
one of which was oozing slightly at the time of the 
examination. This case represents hematemesis due 
to hypertrophic gastritis. 

RUPTURE OF SCLEROTIC VESSEL: This is indeed 
a rare cause of gastric hemorrhage; but most clini- 
cians have observed cases of advanced generalized 
vascular disease that have suffered massive gastro- 
intestinal bleeding, and, therefore, the vascular tree 
should be investigated in all cases of occult hema- 
temesis. Advanced arteriosclerosis of the medium 
sized gastric vessels is exceptional, and only a few 
cases of proven rupture of one have been reported. 
Recently, Frank” reported an unusual patient whose 
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history recorded 15 episodes of gastric bleeding, and, 
cen autopsy, marked sclerosis of submucosal gastric 
arteries was noted. These patients may have bleed- 
ing episcdes from adolescence to senescence. Ero- 
sions probably occur just over the artery. 

Post-OPERATIVE: When bleeding occurs in a 
patient with previous gastric surgery, gastroscopy 
should be accomplished as atrophic and hypertrophic 
gastritis, small marginal ulcers, localized granula- 
tions, or even changes in the jejunal stoma may be 
visualized. Recently, Paulson"! has called attention 
to the practicability of visualizing the jejunum with 
the gastroscope in post-operative, short-circuit op- 
erations. 

Po.typs: Benign, gastric polyps are often not de- 
monstrable with barium studies of the stomach. They 
are often small and sessile and may ulcerate, causing 
Olson and Heck! have empha- 
sized the polypoid changes frequently found in the 


massive bleeding. 


presence of atrophic gastritis and report the increased 
frequency of polyps and carcinoma in Addisonian 
anemia. It is now important to consider the gastric, 
as well as the hematologic and neurologic, changes 
in pernicious anemia. 

Case Report: A white male, age 23, had a mod- 
erately severe episode of asymptomatic hematemesis 
while he was a patient in the hospital, recovering 
from a fractured tibia. All studies, including de- 
tailed x-ray with special attention to mucosal pat- 
tern, disclosed no relevant pathology; but on gastro- 
scopic study, 3 small, sessile polyps, arranged as a 
rosette, were plainly seen in the gastric antrum, one 
of which showed a healed hemorrhagic area on the 
superior surface. A partial gastrectomy confirmed 
the presence of benign, adenomatous gastric polyps. 

Of the extra-gastric causes of hematemesis not 
commonly demonstrated by x-ray, esophagitis and 
esophageal peptic ulcer should be mentioned. These 
are rare conditions, and massive bleeding from them 
is indeed uncommon; but when bleeding is associ- 
ated with dysphagia, escphagoscopy and not gastro- 
scopy should be performed. 

PorTAL CIRRHOSIS AND THROMBOSIS: About 5 
per cent of all cases of hematemesis are due to cirrho- 


13 Hemorrhage originates in an erosion of an 


sis. 
esophageal varix in over 80 per cent of cases. Portal 
hypertension causes dilatation of radicles of the 
azygos veins of the caval circulation which anasto- 
mose with the coronary veins, and, therefore, any 


sudden increase in venous pressure, together with 


Ses 
> 
= 


202 


thinning of the esophageal mucosa, will permit rup- 
ture. However, it has been shown by Rolleston and 
McNee" that extreme congestion of the upper 1/3 
of the stomach is the site of bleeding in some cases, 
due to portal hypertension and probably, to the co- 
existent hypoprothrombinemia. Physical study of 
the patient, with liver function tests and barium 
visualization of esophagus for varices, should be 
performed in all suspicious cases, i.e., all cases of 
hematemesis with negative x-ray. Gastroscopy is 
contraindicated in the presence of cirrhosis associ- 
ated with dilated esophageal veins. 

BANTI’s DisEASE: When portal hypertension in- 
creases sufficiently to cause dilatation of esophageal 
plexus, hemorrhage may result, just as in hepatic 
cirrhosis not associated with splenic anemia. This 
can be excluded as a cause of bleeding by failure 
to demonstrate leukopenia, anemia, purpura, and 
distinctive splenomegaly. 

Boop Dyscrastas: In all cases of bleeding from 
the G. I. tract with obscure etiology, a survey of the 
hemopoietic system, with bone marrow and capillary 
permeability studies, should be accomplished. 

a. Purpura: The only manifestation of purpura, 
either thrombocytopenic or non-thrombocytopenic, 
may be G. I. bleeding. 

b. Hypo-prothrombinemia: This is usually the 
result of hepatic pathology, and it may be the factor 
responsible for oozing from the gastric mucosa, even 
in the absence of portal hypertension. 

c. Polycythemia vera: Several reported cases have 
had as complications hematemesis and melena. 

OTHER SYSTEMIC DISEASES: Severe toxic states, 
infectious disorders, shock,” and burns may cause 
erosions or ulcerations of the alimentary mucosa with 
resulting bleeding. Shrozer and Keen! recently re- 
ported 9 cases of purpura occurring in 10,000 con- 
secutive cases of malaria. Most of these cases bled 
from the gastrointestinal tract, and many were throm- 
bocytopenic. We have observed hematemesis occur 
in a colored male during the sixth bout of pyrexia, 
associated with therapeutic quartan malaria for C. 
N. S. syphilis. He had no other bleeding tenden- 
cies, and all hematological studies were normal. 
Only a small per cent of cases of purpura associated 
with malaria show diminished thrombocytes in the 
blood, and then, usually only during the acute 
febrile episodes. 

Case Report: A white male, age 43, after having 
had a febrile illness associated with chill and fever 


VirGINIA MEDICAL MONTHLY 


[May, 


for about ten days, vomited about 400 cc. of coffee- 
ground material. He had experienced no subjective 
gastro-intestinal symptoms, and the only significant 
findings were chills, fever, and leukopenia. Two 
days after the acute gastric bleeding, plasmodium 
vivax was found in the peripheral blood, and the 
following day purpuric spots appeared over most of 
the skin surface. Blood and bone marrow studies 
at this time showed only a mild hypochromic anemia 
with no thrombocytopenia. 


CONCLUSIONS 

History and x-ray will ascertain the cause of 
upper G. I. bleeding in 80 per cent of cases. The 
other 20 per cent require comprehensive physical 
and laboratory studies, supplemented by endoscopic 
examinations. 

The Roentgen ray remains the most valuable aid 
in demonstrating the cause of hematemesis, and it 
should be performed as soon as is practical after the 
cessation of the bleeding. However, in the obscure 
cases where contraindications do not exist, gastro- 
scopy should be accomplished promptly. 

The use of the gastroscope as an aid in the locali- 
zation of gastric bleeding is well established. It 
will more often reveal only negative findings, but 
it will show the site of the pathology in a sufficiently 
large number of cases to justify its utilization more 
often in unexplained upper alimentary tract hem- 
orrhage. 
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DIscUSSION 


Dr. D. CoreEMAN Booker, Richmond: Dr. Caravati 
has covered his subject and so_ thoroughly 
that very little can be added to his observations. 
all know, the flexible gastroscope was first introduced 
and demonstrated in 1932. 
has demonstrated the feasibility and safety of the en- 
doscopic examination of the stomach. 

As Dr. Caravati has pointed out, gastroscopy is not a 
rival of the X-ray as a diagnostic test, but it is supple- 
The X-ray 
will reveal the cause of upper intestinal bleeding in ap- 
proximately three-fourths to four-fifths of all cases. In 
the remaining cases gastroscopy jis of very definite aid 
in establishing the diagnosis in at least one-third of them. 

My experience has been somewhat limited in the use 


so well 


As we 


Since then its extensive use 


mental to the use of the X-ray examination. 


of the gastroscope and has been mostly in those cases 


which were thought to be surgical in nature. Dr. 
Caravati has stressed the point of early gastroscopic ex- 
amination following a massive bout of hematemesis, and 
it is this point I should like to emphasize. The examina- 
tion should be carried out, preferably, within from twenty- 
four to forty-eight hours after the cessation of the bleed- 
ing. If that is not done the bleeding points are likely to 
be lost. In the areas of chronic hypertrophic gastritis 
which are commonly seen along with duodenal ulcer, the 
bleeding is very superficial, and it must be seen early in 
order to be found at all. 


out early the bleeding is apt to cease, and if four or five 


If gastroscopy is not carried 
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days elapse from the time of cessation of the bleeding 
it is likely to be missed. 

Dr. Caravati has tabulated the other causes of gastric 
hemorrhage, both intragastric and extragastric, very well; 
and there is nothing further that I can add to that part 
of the discussion. 

There is a great deal of importance to be attached to 
the early diagnosis of cancer by the use of the gastroscope. 
Massive hemorrhage in gastric carcinoma is not too com- 
mon, but it does occur. Often we see the mild, occult 
bleeding, which can be determined only by the presence 
of blood in the stools. 

Unfortunately, malignant ulcer in the stomach will show 
X-ray evidences of definite improvement under medical 
management, whereas if gastroscopy is carried out rou- 
tinely in early ulcer and bleeding from the stomach 
we shall frequently pick up early cancer, and a life can 
be saved. I have had the opportunity of doing that one 
time in my short career with the gastroscope; I found 
one early case of carcinoma which had not been deter- 
mined by X-ray or other studies. 

Dr. T. Dewey Davis, Ricmond: An important thing that 
confronts an individual who sees a lot of gastro-intestinal 
patients is the question of whether he should purchase a 
From back as far as 1933 and 1934 that 
question confronted me, and I debated it for a long time. 
After talking to other men and after reading papers 
I decided that the gastroscopists were not entirely sure 


gastroscope. 


what they were seeing or what to do with what they 
That led me to the conclusion that for the average 
individual to purchase this expensive instrument would 


saw. 


not only entail a lot of expense but, and I think more 
important, it would naturally subject him to the tempta- 
tion to get his money out of the instrument and therefore 
he would probably gastroscope a good many individuals 
that did not need this examination. On the basis of these 
various conclusions, I decided I did not want to purchase 
a gastroscope. 


It is perfectly true that there is a small percentage 
of lesions in the diagnosis of which the gastroscope will 
definitely help. In the great majority the X-ray and other 
means we have will answer the question. Therefore, my 
Let’s have a few individuals scattered 
around who are experts with this instrument, and not 
have a lot of men using it who do not know what they 
are seeing. My friend, Dr. Caravati, is one of those who 
knows what he is doing, and therefore I am not going 
to purchase an instrument, and I ask you to think twice 


plea is this. 


before you do it. 
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ACANTHOSIS NIGRICANS—A CASE OF THE BENIGN TYPE IN 
AN EIGHT-YEAR-OLD GIRL* 


H. Kaurman, M.D., 


and 


C. SmirH, M.D., 


Charlottesville, Virginia. 


Acanthosis nigricans has been the subject of num- 
erous reports and reviews! since its first independent 
descriptions by Pollitzer and Janovsky in 1890. 
Curth’s recent review? has contributed greatly to 
a better understanding of the nature of the disease. 

Over 400 cases of this unusual cutaneous disorder 
have been reported, and it is likely that a number 
of cases have been overlooked, particularly ones 
in which the eruption is associated with a malignant 
growth, the significance of which overshadows the 
changes in the skin. 

Acanthosis nigricans is characterized by hyper- 
pigmented patches varying from vellow to black, 
usually symmetrically distributed in the natural 
folds of the skin. There is exaggeration of the nor- 
mal cutaneous markings with hyperkeratosis, and 
verrucous and papillomatous changes. 

Cancer has been found in about 50 per cent” of 
all patients with acanthosis nigricans, usually in 
older individuals. This phenomenon has led to a 
classification of the disease based upon the age of 
the patient, and the presence or absence of malig- 
nant disease, giving rise to such terms as ‘‘juvenile’’, 
“adult”, and “benign”, and “malignant” forms of 
acanthosis nigricans. 

Histologically, both types present the 
characteristic picture. The changes in the skin, ac- 
cording to Montgomery and O’Leary® are: relative 
and absolute hyperkeratosis; decided irregular acan- 
thosis with adjacent areas of atrophy of the mal- 
phigian layer; elongated, narrow, papillary bodies; 
dense melanotic pigmentation of the basal cells of 


same 


the epidermis; a few chromatophores laden with 
pigment, which are chiefly limited to the papillary 
bodies; and, usually, absence of inflammatory reac- 
tion in the cutis. 

Although the cause of acanthosis nigricans re- 
mains obscure, it has been reported in association 
with a number of conditions affecting directly or 
indirectly, the chromaffin and sympathetic systems’. 


*From the Department of Dermatology and Syphilology, 
University of Virginia. 


Among the factors supposedly related to the cause 
are metabolic disturbances, toxins, endocrine dis- 
eases, inflammatory and traumatic conditions of 
the stomach and chromaffin system, congenital ab- 
normalities, hereditary factors, tuberculosis, and 
syphilis. 

The following case of acanthosis nigricans, un- 
associated with malignancy, is reported because of 
the unusual nature and rarity of the disease, and 
to emphasize the features of a cutaneous disorder, 
the presence of which may often be of assistance 
in the diagnosis of internal cancer. 


Report Or A 

An eight year old colored girl was admitted on 
the dermatologic service of the University of Vir- 
ginia Hospital on July 23, 1942, complaining of a 
skin eruption of eighteen months duration. 

History —The family history revealed cancer of 
undisclosed site in a grand-parent. In December, 
1940, the patient had a febrile illness diagnosed 
scarlet fever, complicated by pneumcnia. During con- 
valescence it was noticed that the skin of the face was 
becoming darker and rougher, with eventual pro- 
gression of the eruption to the trunk and extremities. 
Dark,. warty, growths appeared on the neck, in the 
axillas, and about the external genitals, with ac- 
companying generalized thickening, dryness and 
The appearance of the le- 


roughness of the skin. 
sions was not accompanied by fever, weight loss, 


Axillary lesions of acanthosis nigricans, showing 


hyperpigmentation and verrucous changes. 


Figure 1. 
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Figure 2. Photomicrograph of skin from posterior cervical region showing characteristic structure 
of acanthosis nigricans. 


malaise, weakness or local discomfort. The erup- 
tion persisted until admission. 

Examination.—The patient was well developed 
and nourished, and in no discomfort. There was 
generalized thickening of the skin of the body, with 
accentuation of the natural folds. Both sides of 
the neck, and the axillary, inguinal, perianal, ischial 
and popliteal regions showed hyperpigmentation. In 
these areas there was a velvety appearance of the 
skin due to numerous tiny, verrucous lesions which 
were arranged closely together, and aggregated into 
plaques. The general physical examination showed 
nothing remarkable. The liver and spleen were not 
palpable. There were no abdominal masses. ‘The 
external genitals were normal except for the skin 
changes. Rectal and pelvic examinations were not 
performed. 

Routine laboratory studies disclosed no abnor- 
malities. A Robinson-Power-Kepler test® for adrenal 
cortical insufficiency was within normal limits, i.e., 
each hourly urine specimen obtained during the 
morning was of greater volume than the total volume 
of urine voided during the night. Roentgenograms 
of the chest, and of the gastro-intestinal tract after 
a barium meal, were normal. : 

Course—The child _ remained comfortable 
throughout her stay. A biopsy of the skin of the 
posterior cervical region was performed July 31, 
1942. The skin eruption was not treated. 


Histologic Examinations.—Sections of the skin 
showed the characteristics of acanthosis nigricans. 
There was decided hyperkeratosis with patches of 
parakeratosis. An irregular acanthosis with many 


Figure 3. Enlargement of portion of section shown in Figure 
2. Hyperkeratosis, acanthosis, and pigmentation are promi- 
nent. 


finger-like cones was present, although most of the 
rete layer was relatively thin and atrophic. The 
depressions between the epidermal projections were 
filled with keratin. There was dense melanin pig- 
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mentation in the basal cells. The few long, narrow 
papillary bodies contained occasional pigment-laden 
chromatophores. The only change in the cutis was 
slight perivascular infiltration with lymphocytes. 


Further Course-—The patient moved out of the 
state scon after discharge from the hospital, and 
follow-up studies have not been possible. Through 
correspondence with the family it has been learned 
that the child was living and well in January, 1946, 
five years after onset of the eruption, at which 
time the cutaneous lesions were still present, and es- 
sentially unchanged. 


CoMMENT 


Cases of acanthosis nigricans have been reported 
from all parts of the werld. Most reports concern 
white persons, and occurrence of the disease in 
negroes appears to be uncommen’. 

Acanthosis nigricans may be confused clinically 
with Addison’s disease, hemachromatosis, and ar- 
senical pigmentation. The clinical and _ histologic 
features of these diseases have been described in 
detail by Montgomery and O’Leary*. Microscopic 
study of the skin of patients with acanthosis nigri- 
cans will usually establish the diagnosis, since the 
cutaneous histopathclogic picture is characteristic. 

Etiologic studies have yielded nothing conclusive. 
Curth** has found among the antecedents of patients 
with the benign type of acanthosis nigricans, a high 
incidence of the same types of cancer (i.e., cancer 
of the glandular organs) that are found in patients 
of the malignant type. This observation suggests a 
genetic relationship between acanthosis nigricans 
and certain types of cancer, and a common origin 
for both the benign and the malignant types of the 
disease. Cancer occurred in the family of the sub- 
ject of this report, although specific details were 
unobtainable. 

There exists a widespread belief that adrenal 
disease or dysfunction participates in the production 
of pigmentary changes in acanthosis nigricans. 
Curth, in a comprehensive review,” has ccnsidered 
the existent evidence. This consists of postmortem 
findings of involvement of the adrenals by meta- 
static cancer in cases of the so-called malignant 
type. Since metastasis to the adrenals occurs in 
only a proportion of these, and not at all in cases 
unassociated with cancer, it is apparently of no 
etiologic significance. 
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In a previously reported case of acanthosis nigri- 
cans of the malignant type, Herold and the authors® 
found no evidence of adrenal cortical insufficiency, 
as determined by a test of urinary sodium chloride 
excretion.* 

In the present case, normal adrenal certical func- 
tion was demonstrated by means of a test proposed 
by Robinson, Power, and Kepler®. This procedure, 
devised for the purpose of excluding Addison’s dis- 
ease, is based upon the observation that patients 
with Addison’s disease continue to secrete concen- 
trated urine even after ingestion of water. 

The disadvantages of a classification of the dis- 
ease based upon the age of the patient are apparent. 
Curth? has collected from the literature 22 cases 
of acanthosis nigricans with associated malignancy 
in patients less than 32 years of age. One of the 
cases was 24% years of age, and one nine years old. 
A case® reported previously from the University of 
Virginia Hospital concerned a 17 year old girl 
who also had gastric carcinoma. Since cancer oc- 
curs at any age, such terms as “juvenile” and 
“adult” would seen to be of limited utility. 

The qualifying terms “benign” and “malignant” 
are widely used in denoting the presence or absence 
of malignancy. Since the cutaneous eruption is 
identical in both types, it would appear that the 
terms proposed by Sulzberger and Baer*—*acantho- 
sis nigricans with internal cancer”, and “acanthcsis 
nigricans without internal cancer’”—wculd be more 


appropriate. 

There are a number of internal diseases with 
accompanying cutaneous signs of diagnostic impor- 
tance. In only a few of these, hcwever, do the skin 
changes have the specificity of acanthosis nigricans. 
The presence of cutaneous lesicns of acanthosis 
nigricans in any patient, regardless of age, makes 
it necessary to undertake an exhaustive search fer a 
concurrent malignant condition. 

SUMMARY 

A case of acanthosis nigricans withcut interna! 
cancer in an 8 year old girl is reported. 

No abnormality of adrenal certical function was 
demonstrated. 

The diagnostic importance of the disease with 
reference to internal cancer is emphasized. 

BIBLIOGRAPHY 
1. (a) Pollitzer, S.: Acanthosis Nigricans: A Symptom 


of a Disorder of the Abdominal Sympathetic, 
J.A.M.A. $3:1369 (October 23), 1909. (b) Wise, 


1947] VirGINia MEDICAL MONTHLY 


F.: Acanthosis Nigricans Following. Decapsula- 
tion of Kidneys: Case Report, Discussion and Re- 
view of Literature, J. Cutan. Dis. 36:35 (January), 
1918. (c) Moncorps, C., in Jadassohn, J.: Hand- 
buch der Haut- und Geschlechtskrankheiten, Berlin, 
Julius Springer, 1931, 8: pt. 2, pp. 372-402. (d) 
Knowles, F. C.: Sidlick, D. M., and Ludy, J. B.: 
Acanthosis Nigricans: Adult and Juvenile Types, 
Arch. Dermat. and Syph. 19:391 (March), 1929. 
(e) Goodman, H., and Barthel, E. A.: Acanthosis 
Nigricans Juvenilis: Review of the Recent Litera- 
ture and Report of a Case, Urol. and Cutan. Rev. 
39:487 (July), 1935. 

2. Curth, H. O.: Cancer Associated with Acanthosis 
Nigricans: Review of Literature and Report of a 
Case of Acanthosis Nigricans with Cancer of the 
Breast, 4rch. Surg. 47:517 (December), 1943. 

3. Montgomery, H., and O’Leary, P. A.: Pigmentation 
of the Skin in Addison’s Disease, Acanthosis Nigri- 
cans, and Hemochromatosis, Arch. Dermat. and 
Syph. 21:970 (June), 1930. 

4+. (a) Masson, J. C., and Montgomery, H.: Relation- 
ship of Acanthosis Nigricans to Abdominal Malig- 
nancy, 4m. J. Obst. and Gynec. 32:717 (October), 


Postage Stamp Commemorating A.M.A. Cen- 
tennial. 


Postmaster General Robert E. Hannegan has ap- 
proved the issuance of a commemorative postage 
stamp honoring the doctors of America. 


The special stamp will be of the three-cent va- 
riety and will be placed on sale on June 9 on the 
occasion of the 100th anniversary of the founding 
of the American Medical Association. 


“In so honoring the American doctor,’ Mr. Han- 
negan said, “we are paying tribute to the men and 
women of medicine who devote their lives to the 
cause of humanity. Alleviation of pain and suffer- 
ing and the betterment of mankind is their creed. 
The contribution which they have made to our na- 
tional life is one of which all Americans can be 
proud and grateful.” 


Details as to the place of sale and description of 
the stamp will be announced later. 
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Some Interesting Hospital Figures. 

During 1946 one patient was admitted to a hos- 
pital in the continental United States every two 
seconds and a live baby was born in a hospital 
approximately every 15 seconds, according to the 
26th annual report of the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation. 

F. H. Arestad, M.D., and M. G. Westmoreland, 
M.D., present the council report in the April 12 
issue of The Journal of the American Medical As- 
sociation. Their figures reveal that in comparison 
with 1945 the number of hospital beds has de- 
creased from 1,738,944 to 1,468,714, the number of 
admissions from 16,257,402 to 15,153,452 and the 
number of patient days from 512,915,155 to 452,- 
400,710. However, a total of 2,136,373 births were 
reported for 1946 as compared with 1,969,667 in 
1945. This is the first year that hospital births in 
the United States have reached the two million 
mark. 
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TODAY’S CHALLENGE* 


R. BLACKWELL SMITH, JR., PH.D., 


Schools of Pharmacy and Medicine, Medical College of Virginia, 
Richmond, Virginia. 


The subject which I should like to discuss briefly 
is one which vitally concerns each of us and every 
other person engaged in the practice of a health 
service profession, whether he is a physician, phar- 
macist or dentist. In another way, and perhaps 
even more vitally, the matter is of interest to the 
public generally. This subject is the future pro- 
vision of adequate and efficient medical care. 

The face of medical practice—and I use this term 
in the broad sense, to include the activities of all 
the health service professions—is changing slowly 
but as inevitably and inexorably as the seasons fol- 
low one the other. Medical practice is changing its 
complexion in all its aspects—scientific, economic 
and ethical. Some of these changes are in their 
details typical of our calling, but their basic sub- 
stance is of the same cloth as the mutations which 
characterize the present fluid state of our entire 
social order. Change is the order of the day, and 
it is as true of our professional activities, as it is of 
protoplasm, that failure to make the necessary adap- 
tations to environmental changes can result only in 
extinction. 

What are these changes? There are many, but 
at the roct of things there seems to be a common 
denominator, and that is the maturing conviction, 
as widespread as it is deep, that the rights of man 
as such are greater than the rights of any and all 
special groups. There is a growing lack of patience 
with groups which think first of themselves and then 
of the general public. This lack of patience bids 
fair to rise to a fury which will sweep aside or 
crush those who preferentially serve special interests 
rather than the public welfare. Unselfish service is 
the only answer to the challenge presented by this 
situation. 

So much for the generalities of the situation. 
What are some of the specific problems which con- 
front us as members of the health service profes- 
sions? Perhaps the most pressing is the need for 
provision of a plan which will make adequate medi- 
cal care available to all of our citizens. 

This is a problem which has been blindly refused 


*Prepared for presentation before the Bedford Medical 
Society, Bedford, Virginia, October 18, 1946. 


any real recognition by the organizations of our 
several professions until quite recently, and it is to 
our everlasting shame that the health service profes- 
sions did not make any real, concerted and deter- 
mined approach to the problem until a plan which 
was acutely distasteful to organized medicine was 
introduced into Congress. Unless something is done 
quickly, some kind of plan will issue from Wash- 
ington without our help. It is not to be expected 
that those who have shown indifference to the dis- 
case will receive much recognition in the develop- 
ment of a cure. 


It is a mystery of mysteries when those who are 
charged with the care of the sick do not recognize 
the danger inherent in medical care which is so 
expensive that. as General Hawley has recently said, 
it must necessarily be classified among the luxuries 
by large segments of our population. Something is 
indeed wrong when a man who has labored long 
and well to the age of sixty and achieved relative 
success and security can be forced to the point of 
bankruptcy by the expenses of one major illness. 


Just as the developing public awareness of our 
obligations to society presents what might be called 
a problem in external relations, the rapid advances 
of the medical sciences are presenting internal prob- 
lems—problems which must be faced within each 
and among the several health service professions. 
Today the laboratories are presenting us with pow- 
erful new drugs which for the first time are raising 
rational therapeutics on a broad scale above the 
level of a fond hope. Today as never before our 
therapeutic armamentarium is approaching realiza- 
tion of the visions seen by Ehrlich and the other 
pioneers in chemotherapy. 


Over-night we are witnessing the reversal of a 
classical situation. Where once the average physi- 
cian stood capable of diagnosing diseases for which 
there was no specific treatment, the same physician 
now stands armed with his old knowledge plus pow- 
erful and specific medicaments. But here, as often 
happens, the solution of an old problem has raised 
a new one. Our powerful and specific new drugs 
possess not only vast potentialities for good but also 
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great potentialities for harm if they are not used 
with the requisite knowledge and care. 

Perhaps the situation with respect to thiouracil 
will serve to illustrate the nature of one problem 
which has grown out of our advancing knowledge. 
Thiouracil, as you know, is the new compound which 
has the ability to lower the metabolic rate by sup- 
pressing the production of thyroxine by the thyroid 
gland. Because of this action thiouracil is medi- 
cally useful in hyperthyroidism. Unfortunately, 
however, thiouracil also has the ability to produce 
agranulocytosis. This action is so unpredictable 
and serious that outstanding authorities have indi- 
cated that every patient who takes the compound 
should have ever before him the warning that he 
should again see his physician at the first sign of 
infection. Acting upon this expert advice from 
medical men of national repute, the Food and Drug 
Administration has pointed out the legal require- 
ment that finished thiouracil prescriptions must bear 
on their labelling such warnings as may be neces- 
sary for the protection of the patient, whether or not 
the physician so directs. Here, indeed, is a new 
development. Through the centuries the right of 
determining what shall appear on the labelling of 
a prescription has been deemed to be the prerogative 
of the prescriber. Now, however, the development 
of a valuable yet potentially harmful compound 
makes it legally necessary for the pharmacist to 
place a warning on prescriptions containing the drug 
even in the absence of authorization from the pre- 
scriber. 

Fear has been expressed that this will disturb the 
smooth interprofessional relationships which exist 
among pharmaceutical and medical practitioners. 
For my own part I cannot believe that any consider- 
able number of well-informed physicians will take 
offense because pharmacists follow a course which is 
demanded by both the welfare of the patient and 
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y Federal law. 
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The very existence of this society, 


= 


n which membership is shared by physicians, phar- 
macists and dentists alike, lends weight to my con- 
viction. Nevertheless, here is an illustration of the 
type of change which scientific advancement must 
bring about again and again in the ethical aspects 
of pharmaceutical and medical practice and to which 
we must adapt our thinking if we are to utilize these 
advances efficiently. Doubtless this change will be 
regarded by some as a loss of authority on the part 
of the physician. if the net result is 
greater protection of the public health, then who can 
legitimately take offense ? 

The two problems which we have been consider- 
ing—that of meeting the need for a wider distri- 
bution of medical care and that of adjusting our 
thinking to the changes which must necessarily ac- 
company efficient medical service—are not to be dis- 
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missed as too easily soluble. However, my deepest 
conviction is that there is a philosophy the adoption 
of which will do much to tear down obstacles to 
their solution. This is the philosophy which holds 
that all other considerations are subordinate to the 
needs of the public. We must not lose sight of the 
fact that we as practitioners of the health service 
professions exist purely and simply for the good 
we can do for others. We owe our first allegiance 
to the public and not to our professions, however 
great their traditions may be. 

If we can wholeheartedly accept the premise that 
every doubt must be resolved in favor of the public 
health, then the details of fitting our services into 
the changing patterns of the future can be worked 
If we fail 
to accept this fundamental premise and continue to 
wrangle among ourselves, then our place in the 


cut among ourselves in orderly fashion. 


future will be determined by others. 
We must accept the challenge, and we must not 
fail! 
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ELECTROCARDIOGRAPHIC CHANGES OCCURRING DURING 
ANTIMONY THERAPY 


GeorGcE B. Crappock, M.D., 
Lynchburg, Virginia, 


and 


ELAM C, Toone, JR., M.D., 


Richmond, Virginia. 


Abnormal electrocardiographic changes were noted 
by Mainzer and Krause! in seven patients receiving 
intravenous injections of tartar emetic for schisto- 
somiasis. Five other patients treated in a similar 
manner for the same disease showed no such ab- 
normalities. The abnormalities found were chiefly 
flattening or inversion of the T waves in Leads I, 
II and III, which were thought by the author to 
be due to the toxic action of the drug on the myo- 
cardium. They observed that the electrocardiographic 
changes disappeared promptly after discontinuing 
the drug. None of the twelve patients showed any 
clinical signs of systemic toxicity or cardiovascular 
disturbance. 

These authors state that sudden death has been 
observed occasionally in patients receiving antimony 
therapy (tartar emetic or fuadin). In each instance 
death was abrupt and unexpected and the patient 
had appeared in a good general condition prior to 
the injection. Although no clinical or electrocardio- 
graphic studies were recorded at the time of death, 
the authors felt that sudden ventricular fibrillation 
due to the toxic action of the drug, was probably 
the cause. Since death occurred usually two to six 
hours after the administration of the drug, it was 
held unlikely that the speed of injection or any 
anaphylactic reaction could be the cause; or that 
sufficient time had elapsed for damage to the liver 
or kidneys to have been a factor. 

Eight patients infested with Schistosoma mansoni 
were treated by us in a United States General Hos- 
pital located in Italy. All of these patients were 
soldiers in the Brazilian Army and, since all eight 
at the time of hospitalization had recently arrived 
in this theatre, it was considered probable that they 
had become infested in Brazil. In only two pa- 
tients was the disease suspected at the time of hos- 
pitalization. In the remaining six cases the ova 
of Schistosoma mansoni were found on routine stool 


(1) Mainzer, F., and Krause, M.: Changes of Elec- 
trocardiogram Appearing during Antimony Treatment. 
Trans. Roy. Soc. Med. Hyg. 33:405, 1940. 


cultures in soldiers suffering from epidemic paro- 
titis or acute nasopharyngitis. 

Two of the patients (Cases 1 and 2) were not 
studied with electrocardiograms. After stool exami- 
nations showed the ova of Schistosoma mansoni, 
they were treated with fuadin and received a total 
dose of forty cc. by intramuscular injection. Then, 
after negative stool reports, they were discharged to 
duty apparently cured and having suffered no com- 
plaint referable to the cardiovascular system. 

Two other patients (Cases 3 and 4) likewise 
received forty cc. of fuadin by intramuscular in- 
jection and had electrocardiograms made sixteen 
days after the last dose of the drug. In each in- 
stance the electrocardiogram was within normal 
limits, and there were no symptoms or objective 
findings suggesting impairment of the cardiovascu- 
lar system. 

The remaining cases showed abnormalities in the 
electrocardiograms and are reported in detail: 

CasE 5: J. S., white male, age 23 years, was 
admitted to the hospital March 26, 1945, complain- 
ing of chilliness, fever, nausea, headache and alter- 
nating constipation and diarrhea. A general phy- 
sical examination was negative and routine studies 
of the blood and urine were normal. Numerous 
small gravish ulcers were noted on sigmoidoscopic 
examination. The ova of Necator americanus and 
Schistosoma mansoni were found in stool. Treatment 
was begun first with hexylresorcinol and tetrachlore- 
thylene and then with fuadin. Forty-five cc. of 
the latter drug were administered by intramuscular 
injection over a period from April 13, 1945, to 
April 28, 1945. 

Cardiovascular: There were no symptoms refer- 
able to the cardiovascular system during the period 
of hospitalization and an examination of the heart 
showed the blood pressure 104 systolic and 82 
diastolic, the pulse rate 80/min., the rhythm regu- 
lar and the tones of normal quality. An electro- 
cardiogram made on April 23, 1945 (Fig. 1), showed 
inverted T waves in Leads II and III, and low 
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mal. The ova of Schistosoma mansoni, Necator 
americanus, and Ascaris lumbricoides were found 
in the stool. Initial treatment was with hexylresor- 
cinol and tetrachlorethylene. Following this forty 
cc. of fuadin was given by intramuscular injection 
in divided doses over the period from March 30, 
1945, to April 14, 1945. Since the stool specimens 


Bee i ee = still contained the ova of Schistosoma mansoni, a 
oneeeRanee second course of fuadin was begun and twenty-five 


cc. of the drug was administered between April 27, 
fe 1945, and May 2, 1945. 

Cardiovascular: At the time of admissicn to 
a2. 4a ae the hospital there were no symptoms referable to 
the cardiovascular system and examination of the 
ae | heart showed the blood pressure 110 systolic and 
ie 3 +3 i. 68 diastolic, the pulse rate 76/min., the rhythm 
Ste regular, the tones normal and no pathologic mur- 
murs. At no time during his hospitalization did 
= ees he present systems or clinical signs of damage to 
Fig. 1. Case 5, April 28, 1945. the heart or circulatory apparatus. On April 30, 
1945, three days after beginning the second course 
T waves in Lead CF IV. The electrocardiogram o¢ fyadin. an electrocardiogram (Fig. 3) showed 
taken May 8, 1945 (Fig. 2), ten days after fuadin 

was discontinued, was within normal limits. 
CasE 6: R. S., white male, age 18 years, was 
hospitalized March 7, 1945, with epidemic paro- 


titis. A general physical examination was negative 
except for the bilateral enlargement of the parotid 
glands and the routine laboratory studies were nor- 


gasnGthwaein Fig. 3. Case 6, April 30, 1945, 
ZEEE eebe es low T waves in Lead I and inverted T waves in 


z SE Leads II, III and CF IV. Drug therapy was dis- 
=e FOS continued May 2, 1945, because of these findings 

a aoe and an electrocardiogram (Fig. 4) made on May 8, 

1945, showed improvement with the T waves now 

Fig. 2. Case 5, May 8, 1945. being normal in Lead I, upright but low in Leads 
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regular and the tones of normal quality with no 
pathologic murmurs. An electrocardiogram (Fig. 5) 


Fig. 4. Case 6, May 8, 1945. Fig. 5. Case 7, May 11, 1945. 


II and CF IV, and still inverted in Lead III. This 
patient was sent back to Brazil before further trac- 
ings could be obtained, but it is our belief that this 
electrocardiogram would have returned to normal. 


Cast 7: S.S., white male, age 27 years, was hos- 
pitalized April 15, 1945, with a history of abdomi- 
nal pain, nausea, vomiting and fever of two weeks’ 
duration. A general physical examination was neg- 
ative except for a slight enlargement of the liver to 
two fingers’ breadth below the right costal margin. 
Routine studies of the blood and urine were normal. 
The ova of Schistosoma mansoni and Necator ameri- 
canus were present in the stools. Treatment with 
fuadin was begun on May 9, 1945, and between 
this date and May 17, 1945, he received twenty-five 
cc. of the drug by intramuscular injection. His 
symptoms subsided, the liver assumed its normal 
size, and the ova of Schistosoma disappeared from 
the stools. 


Cardiovascular: During the period of hospitali- 
zation the patient presented no symptoms referable 
to the cardiovascular system and examination of the 


heart showed the blood pressure to be 120 systolic 


and 64 diastolic, the pulse rate 80/min., the rhythm 
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made on May 11, 1945, showed low T waves in 
Leads II and CF IV and an inverted T wave in 
Lead III. On May 25, 1945, eight days after dis- 
continuing treatment, an electrocardiogram (Fig. 6) 
showed a normal configuration. 


CasE 8: R. O. B., a white male, age 23 years, 
was admitted to the hospital March 28, 1945, be- 
cause of an acute nasopharyngitis. A general phys- 
ical examination was negative. Numerous small, 
irregular, grayish ulcers were noted on a sigmoido- 
scopic study. Routine tests made on the blood and 
urine were normal. The ova of Schistosoma mansoni, 
Ascaris lumbricoides, Necator americanus and cysts 
of endameba histolytica were present in the stools. 
After treatment with hexylresorcinol, emetine, and 
carbarsone, a course of fuadin was started. Between 
May 31, 1945, and June 5, 1945, he received twenty 
cc. of this drug by intramuscular injection, but was 
returned to Brazil before a complete course of the 
drug could be given. 


Cardiovascular: Examination of the heart at the 
time of admission showed the blood pressure to be 
108 systolic and 66 diastolic, the pulse rate 80/min., 
the rhythm regular and the heart tones of normal 
quality without pathologic murmurs. During the 
period of hospitalization there were no complaints 
referable to the cardiovascular system. An electro- 
cardiogram made on May 15, 1945 (Fig. 7), prior 
to beginning treatment with fuadin was within nor- 


Fig. 7. Case 8, May 15, 1945. 
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mal limits. On June 2, 1945, after receiving ten 
cc. of the drug, an electrocardiogram (Fig. 8) showed 


; 


Fig. 8. Case 8, June 2, 1945. 


flattened T waves in Lead II and CF IV and in- 
verted T waves in Lead III. 


DIscussION 

We are reporting four cases which demonstrated 
slight but definite electrocardiographic changes dur- 
ing the course of treatment with fuadin (sodium 
antimony biscatechetical disulphonate). ‘This ob- 
servation has been reported previpusly! as had the 
occurrence of sudden death in the course of treat- 
ment with this drug. In none of the cases of this 
series was there clinical evidence of myocardial dam- 
age. In two cases the electrocardiogram returned to 
normal after the drug was discontinued; in a third 
the tracing showed definite improvement at the time 
of the patient’s transfer; and in the fourth the pa- 
tient was evacuated during the course of treatment. 
In the absence of symptoms and objective signs of 
cardiovascular disturbance we, at first, felt that these 
changes were of no clinical significance. However, 
after having been informed of the experiences of 
Mainzer and Krause, we realize that these drugs 
are capable of producing fatal toxic reactions and 
this fact must be borne in mind with every patient 
under treatment with one of the antimony com- 
pounds. We feel thai electrocardiographic studies 
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are of decided help in evaluating the toxic reaction 
on the myocardium and advise that tracings be made 
as often as is indicated or is practicable. Realizing 
the serious consequences of untreated schistosomiasis 
and the value of fuadin in its therapy, we are un- 
able, with this small data, to establish a criteria for 
discontinuing treatment. Further critical study will 
be useful in this respect. 


SuMMARY 
(1) Abnormal electrocardiographic changes oc- 
curred in four patients during or immediately fol- 
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lowing treatment with fuadin. These changes con- 
sisted of the inversion or flattening of the T waves 
in Leads II, III or CF IV. 

(2) All tracings returned to or showed evidence 
of returning to normal after discontinuing the drug. 

(3) None of the patients showed clinical evi- 
dence of myocardial damage. 

(4) In view of the serious consequences of un- 
treated schistosomiasis it would appear unwise to 
withhold therapy in the face of minor electrocardio- 
graphic changes. 


Peroneal Palsy Caused by Crossing the Legs. 
If you are a tall, thin and longlegged man and 
have the habit of crossing your legs, watch out, 
warn two army doctors, because you are prone to 
develop partial paralysis as a result of this habit. 

Writing in the March 15 issue of The Journal 
of the American Medical Association, the physicians 
—Capt. Simon H. Nagler and Capt. Leo Rangell— 
state that peroneal palsy, partial paralysis of the 
muscles supplied by the peroneal nerve in the calf 
muscles, may result from any occupation that re- 
quires crouching, squatting or kneeling because it 
exposes the nerve to injury, both of the pressure and 
tension variety. 

The eight patients seen by the physicians had the 
habit of crossing their legs. Five of these were air 
crew technicians of varicus kinds, whose work took 
them into the cramped quarters of planes, where 
tall long-legged persons must assume awkward po- 
sitions. Thus, the nerve suffered additional injury 
because it is superficial near the knee where the 
tension was sustained. 

One of these patients was a radio mechanic and 
operator who sat with legs crossed, the right knee 
uppermost and wedged beneath the table top, while 
sending and receiving code. Prior to his admission 
to the hospital he had been sitting in this position 
when he noticed that the top of his right foot up 
to the ankle ‘“‘went to sleep.” When he stamped 


about to “awaken” his foot, he first noted that he 
was unable to raise it. 

The authors’ comment on this patient is that for 
years the nerve had been injured by his habit of 
sitting with legs crossed, but a warning tingling 
sensation had prevented prolonged pressure. “Un- 
der the stress of military activity,” they state, “this 
signal of alarm had been ignored, resulting in the 
more damaging compression. Moreover, additional 
traumatizing pressure was produced by wedging the 
crossed legs beneath a table top.” 

They add that “evaluation of our cases clearly 
demonstrates that the most important predisposing 
factor for development of palsy in those who ha- 
bitually cross their legs is the build of body. 
It is the tall, long-legged person who is prone to 
have palsy due to crossing the legs. Our patients 
were tall, relatively thin and long-legged men, with 
an average height of 5 feet 11% inches.” 

In civilian occupations, this condition has been 
known to occur commonly in miners, agriculturists 
and coal pickers, according to the army doctors. 

Treatment begins with making the patient con- 
scious of the bad effect which crossing the legs 


produces. Mechanical support of the foot, radiant 


heat, electricity, and adequate nutrition with large 
doses of thiamine chloride, a component of vitamin 
The therapeutic re- 


B complex, also are utilized. 
sults were good in these patients. 
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PRIMARY CANCER OF THE LUNG* 


FRANK PHILIP COLEMAN, M.D., 
Richmond, Virginia. 


A histological diagnosis of primary cancer of the 
lung was made in 88 consecutive cases during the 
past 8 years. This material was collected from a 
series of private patients and from a group of pa- 
tients referred to an Army Thoracic Surgery Center 
during the war. A clinical diagnosis of cancer of 
the lung has been made in an additional 19 cases; 
however, circumstances precluded pursuing these 
cases to a morphologic answer and they are excluded 
from this study. 

Cancer of the lung has shown both a relative and 
absolute increase in incidence. Its frequency, com- 
pared with all other cancer, is between 8 and 10 
per cent. 

Males are more prone to develop cancer of the 
lung than females, the ratio being nine to one. Age 
susceptibility is greatest between 50 and 60 years, 
and parallels the age susceptibility for cancer in gen- 
eral (Table 1). The youngest and oldest patients 


TABLE 1—AGE AND SEX DISTRIBUTION 
CARCINOMA OF THE LUNG 


Males—79 Females—9 
AGE, YEARS CASES 
17-29 _ 2 
30-39 _ 3 
40-49 _ 20 
50-59 47 
60-Up ____-- 16 


were 17 years and 79 years of age, respectively. The 
lesion was on the right side in 45, left side in 42, 
and in one case the lesion involved the bifurcation 
of the trachea and preponderance favorable to one 
or the other side could not be determined by the 
bronchoscopic examination (Table 2). 
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SYMPTOMATOLOGY AND DIAGNOSIS 

The average duration of symptoms prior to the 
establishment of a clinical diagnosis of cancer of 
the lung was 6 months. Delay in diagnosis cannot 
be attributed entirely to the patient’s negligence in 
seeking relief. Sixty per cent of the patients con- 
sulted a physician one to two months after the onset 
of symptoms. Twenty-one per cent were not alarmed 
by their symptoms and waited 3 to 4 months. Nine- 
teen per cent were either accidentally discovered to 
have cancer of the lung or had suffered from their 
symptoms for a period of from 4 to 9 months prior 
to seeking medical advice. 
cases sought relief soon after the onset of symptoms. 


The majority of these 


In many cases the physician failed to seriously con- 
sider the presence of cancer and treatment was er- 
roneously directed to an intercostal neuralgia, unre- 
solved pneumonia, pleurisy, influenza, tuberculosis 
or chronic bronchitis. In 2 cases metastasis to the 
brain so over-shadowed all other symptoms that a 
craniotomy was performed for a primary brain 
tumor. During the past several years, neurosurgi- 
cal clinics have recognized this possibility in pa- 
tients over 40 years of age suspected of having a 
brain tumor and a roentgenogram of the chest has 
been added to this age group’s clinical study. Two 
cases were entirely asymptomatic. One died of gen- 
eralized carcinomatasis of the abdomen and autopsy 
revealed a one centimeter bronchiogenic carcinoma 
of the lung. The other patient had an early small 
peripheral lesion discovered by chance in a routine 
fluoroscopic examination. 

Cough, pain, sputum, hemoptysis, dyspnea and 
weight loss were the six most common symptoms 
encountered in this group of cases (Table 3). The 


TABLE 2—ANATOMICAL DISTRIBUTION 


Upper Lower 

Lobe Lobe 
Rt. Lung 22 18 
Lt. Lung 21 19 
Carina 


*Read before the annual meeting of the Medical Se 
ciety of Virginia, at Virginia Beach, October 14-16, 1946. 


Lobe Un- Middle Total 

determined Lobe Cases 
1 4 45 
+ 42 
- - 1 


factor primarily responsible for production of symp- 
toms in cancer of the lung is the encroachment of 
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TABLE 3—SYMPTOMATOLOGY IN 88 CASES 
Cases Per CENT 
Hemoptysis 57 
33 
Tenderness (Palpation) ___.__.__..__ 14 16 


the tumor upon the wall or lumen of a bronchus. 
This results in varying degrees of obstruction and 
ulceration of this structure. 

Seventy-six patients (86 per cent) exhibited cough 
as the initial symptom which persisted throughout 
their illness, although it changed in character. In 
spite of the prevalence of a so-called “cigarette 
cough” and post-nasal drip cough, these patients on 
close questioning were aware of departure from the 
customary cough. The initial cough is dry and 
expulsive efforts are ineffective, for the encroach- 
ment of the tumor upon a bronchus does not yield 
to this physiological mechanism of clearing the air- 
way. The stimulus persists, and bronchial secre- 
tions are poured out in an attempt to rid the bron- 
chus of the irritant. The cough at this stage is 
productive of a thin mucoid sputum. The tumor 
encroaches further upon the bronchus and partial 
or complete obstruction of this structure leads to 
local and distal infection in the lung. A purulent 
sputum is associated with the cough at this stage. 
Sputum was present in 58 cases (66 per cent). It 
was mucoid in 28 and purulent in 30 cases. 


Pain or chest discomfort was present in 60 cases 
(68 per cent) and varied in intensity from a “heavy 
feeling” in the chest to that of severe and intractable 
pain associated with osseous and brachial plexus 
extension of the cancer. The pain may be fleeting 
in character but it shows a tendency to persist and 
reoccur. This type of pain leads to a frequent diag- 
nosis of pleurisy and such is the likely explanation; 
however, the possibility of cancer cannot be dis- 
missed in patients over 40 years of age. 

Hemoptysis indicates ulceration of the tumor or 
bronchial mucosa in cancer of the lung. The higher 
the degree of bronchial obstruction, the greater the 
incidence of blocd spitting; therefore, hemoptysis 
cannot be considered an early symptom. It was pres- 
ent in 50 cases (57 per cent). This symptom right- 
fully disturbs the patient and it should initiate a 
thorough study of the chest to exclude cancer of this 
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region. Massive pulmonary hemorrhages are ex- 
tremely rare until late in the disease and the usual 
finding is a blood streaked sputum. 

Dyspnea was present in 41 patients (47 per cent). 
It seemed to parallel the extent of interference with 
functional lung volume. Pleural effusion was of a 
sufficient degree in 14 cases to account for this symp- 
tom. Lobar atelectasis, associated infection and pa- 
ralysis of the diaphragm are other factors leading 
to dyspnea. Although weight loss is not suggestive 
of any particular disease, it was recorded in 29 
cases. Tenderness to palpation was present in 14 
cases. This objective finding was present in the 
6 cases with extension of the cancer to the bony 
thorax and in each instance the rib involved could 
be identified. 

Cancer of the lung masquerades as pulmonary 
infections (Table 4). The sputum was purulent in 


TABLE 4—FAcTors INDICATING AssOCIATED INFECTION 


Cases PER CENT 
Purulent Sputum 34 
Lung Abscess _ 17 
Paeumesitie 12 14 


30 cases (34 per cent). Lung abscesses were pres- 
ent in 15 cases (17 per cent). Cancer of the lung 
must be suspected in all patients with a lung ab- 
scess beyond 40 years of age. Pneumonitis unrelated 
to abscess formation was primarily either of the so- 
called “unresolved type” or virus type in 12 addi- 
tional cases. In the cancer age group delayed reso- 
lution of a pneumonitis must be viewed with sus- 
picion of a lung tumor. Two patients were admitted 
with total putrid empyemas and the diagnosis in 
each instance was delayed beyond the hope of a 
surgical cure. 

Pleural effusions associated with cancer of the 
lung are usually bloody and indicate tumor exten- 
sion to the pleurae. This is a late sign of lung 
cancer and in no instance in this group (14 cases) 
was therapy of avail. Metastasis to the supra- 
clavicular nodes or other extrathoracic nodal exten- 
sion, liver metastasis, cerebral metastasis, and in- 
volvement of the recurrent laryngeal nerve, sympa- 
thetic trunk, phrenic nerve, and brachial plexus 
indicate a situation which has become hopeless. 

Frequently, the history and a careful physical 
examination do not lead to’a diagnosis of an exist- 
ing cancer of the lung. Other methods of diagnosis 
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available for a complete study and for histological 
confirmation of the clinical impression include 


roentgenography, sputum examination, biopsy of sus- 
pected lymph node extension, bronchoscopy, thora- 
centesis, pneumothorax, aspiration biopsy, and _ bi- 
opsy of chest wall and wall of an abscess cavity. 

The value of roentgenography cannot be over- 
estimated as a diagnostic method. A diagnosis of 
primary lung cancer was made or strongly suspected 
in 80 cases (91 per cent). Three patients were not 
examined and the diagnosis was established during 
craniotomy in two and at necropsy in the other. 
The diagnosis of cancer of the lung was missed in 
5 patients (5.7 per cent). In three patients, the 
lesion was called tuberculosis, in one patient a rib 
had been partially destroved and a diagnosis of 
myeloma was rendered, and in the remaining pa- 
tient there was an erroneous diagnosis of unresolved 
pneumonia. 

The radiologic features of primary cancer of the 
lung are the shadow of a peripheral or central tumor 
mass, localized area of pulmonary emphysema, seg- 
mental or lobar atelectasis, broadening of the medi- 
astinum by invasion or metastasis, pleural effusion 
and bony thorax extension of the tumor. 

In this group of cases, the sputum was not exam- 
ined on any occasion for tumor cells. 
in this method of examination suggests that its ac- 


Recent interest 


curacy cannot be questioned and that it can assume 
a practical role in many diagnostic situations. We 
plan to use this method of diagnosis in the future. 
Sputum examinations are always made to exclude 
pulmonary tuberculosis. The bacterial flora is de- 
termined in the patients with purulent sputum. 

Bronchoscopy is the most outstanding method used 
in confirming the clinical diagnosis of cancer of the 
lung. Its value is limited to lesions arising in the 
major bronchi and to other lesions which encroach 
upon the larger bronchi. 
in 71 cases (81 per cent). 
cases (61 per cent) and negative in 28 cases (39 per 
cent). This examination was not done in 17 pa- 
tients (Table 5). 


Bronchoscopy was done 
It was positive in 43 


TABLE 5—BRONCHOsSCOPIC EXAMINATION IN 71 CASES 


Cases PER CENT 
Not Examined 


In addition to its diagnostic value, bronchoscopy 
plays an important role in determining operability. 
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The extent of the local growth, the nodal involve- 
ment at the bifurcation of the trachea, at times para- 
tracheal nodal involvement, and fixation of the 
mediastinum are obvious to the bronchoscopist. By 
correlating the bronchoscopic and operative findings, 
it is now possible for me to exclude certain patients 
as inoperable who early in this group were subjected 
to a thoracotomy in hopes of a surgical cure. 

The primary reasons for negative findings in 28 
cases (39 per cent) of the 71 cases subjected to 
bronchoscopy are upper lobe and elsewhere peri- 
pheral locations of the tumor. The examination 
was negative in 6 cases with osseous extension of 
the cancer of the lung to the bony thorax. If the 
tumor casts a circular shadow in the roentgenogram, 
It is 
possible to foretell with a fair degree of accuracy 


rarely will it be seen during bronchoscopy. 


by the roentgenogram the likelihood of visualizing 
the tumor. If the tumor obstructs a major or sec- 
ondary bronchus and the radiological appearance is 
that of atelectasis, the tumor can usually be seen 
with the bronchoscope. 

It is useless and uncalled for to subject all pa- 
tients with a clinical diagnosis of cancer of the 
lung to bronchoscopy. The reasons for omitting the 
bronchoscopic examination in 17 cases are obvious 


(Table 6). There are certain early peripheral 


TABLE 6—REASON FOR OMITTING BRONCHOSCOPIC 
EXAMINATION IN 17 CASES 


Extrathoracic Positive Lymph Node Extension- 6 
Bloody Pleural Effusion With Tumor Cells______- 2 
Metastasis To Brain Proven By Craniotomy__- 2 
Terminal Stage, Cancer, Heart Failure, Liver Ex- 


tension 


tumors in which this examination need not be car- 
ried out, and clinical experience should take preced- 
ence over the routine employment of bronchoscopy 
in all cancer of the lung. 

Examinations of the aspirated fluid in pleural 
effusions for tumor cells established the diagnosis 
of cancer of the lung in 3 instances. In 3 cases 
where lung abscesses were suspected as being sec- 
ondary to carcinoma of the lung, a biopsy of the 
wall of the abscess at the time of external drainage 
confirmed the presence of cancer. Biopsy of extra- 
thoracic lymph node metastasis permitted tissue con- 
firmation of the diagnosis of cancer in 8 cases. 
Diagnostic pneumothorax will occasionally offer ad- 
ditional information by delineating the tumor mass, 
masses in the mediastinum and rib involvement; 
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however, it has not assumed a major role in diag- 
nosis. Visualization of the pleural cavity with the 
thoracoscope following the institution of a pneu- 
mothorax offers at best inadequate examination in 
determining operability and open thoractomy is 
preferable. Open thoracotomy confirmed micro- 
scopically the clinical diagnosis of cancer of the 
lung in 13 cases. This procedure is limited to the 
cases believed to have curable cancer of the lung 
in which other diagnostic methods have failed to 
establish the diagnosis. 


Lung aspiration with a needle or punch biopsy 
is reserved for peripheral inoperable tumors. An 
operable case may be converted to an inoperable 
one by hemorrhage, infection and’ seeding of the 
tumor along the needle tract. This method was used 
to establish the diagnosis in 4 hopeless cases. Nec- 
ropsy findings established the first tissue diagnosis 
of cancer of the lung in 10 cases. Although ante- 
mortem diagnosis could have been reached in some 
of these cases, the terminal stage of the disease pre- 
cluded efforts in this direction; however, such pa- 
tients constitute a minority of the group (Table 7). 


Tas_e 7—MertnHops oF Diacnosis 88 Cases 
CARCINOMA OF THE LUNG 


Cases 
Bronchoscopy 
Thoracotomy—Exploratory 13 
Biopsy Extrathoracic Lymph Node Extension... _ 8 
Biopsy Wall Peripheral Lung Abscess _.________ 3 
Craniotomy—Unsuspected Brain Metastasis ___ 2 
Punch or Aspiration Biopsy _--____________- + 
Tumor Cells Pleural Effusion 3 


‘TREATMENT 


Roentgen therapy and radium have proved dis- 
appointing in both a curative and palliative ap- 
proach to the treatment of primary carcinoma of 
the lung. They have been abandoned as curative 
measures. Roentgen therapy is being used as a 
palliative measure in the highly undifferentiated cell 
types of primary lung cancer, although in many 
instances it seems to shorten the expected duration 
of life. In a few cases beneficial results for a short 
time seemed worthy of further trial. The only hope 
of a cure at the present time depends upon surgical 
extirpation of the lung, regional lymph nodes and 
adjacent involved structures. 
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The advanced stage of carcinoma of the lung at 
the time of diagnosis is reflected in the operability 
rate. Fifty cases (57 per cent) were inoperable at 
the time of establishing the diagnosis. Metastasis, 
extrathoracic extension, intrathoracic extension man- 
ifested by pleural effusion and massive infiltration 
of the mediastinum, and nerve involvement contra- 
indicated operation in 46 cases. In 4 cases the 
general condition of the patient contra-indicated 
operation. In 38 cases (43 per cent), preliminary 
Studies indicated that the lesion was confined to 
the thorax and probably operable. Upon opening 
the pleural cavity, the finding of pleural extension, 
diaphragmatic seeding, invasion of great vessels 
and pericardium and extensive paratracheal nodal 
involvement was a too frequent disappointment. It 
accounted for prompt closure of the thorax in 21 
cases (Table 8). Although this group of thoracoto- 
mies was unattended by complications, this experi- 
ence will lead to fewer explorations in inoperable 
cases and higher resectability rate. 


Pulmonary resection was possible in 17 cases 
yielding an operability rate for the entire group of 
19.3 per cent (Table 8). A palliative lobectomy was 


TABLE 8—RESULTs IN 88 PROvED CASES 


Cases Per CENT 
Thoracotomy—Considered Operable __ 38 43 
Resection Feasible ___.._.________.__..__ 17 19.3 
Lobectomy—Palliative _____ 2 
Pneumonectomy 15 


carried out for squamous cell carcinoma of the right 
upper lobe which had invaded the third rib and its 
respective vertebral transverse process. The second 
lobectomy was performed for a lung abscess of the 
middle lobe. Bronchoscopy was negative on two 
occasions, and the specimen at operation did not 
reveal carcinoma; however, this patient died after 
18 months with squamous cell carcinoma of the right 
lung. It is reasonable to assume that the lesion was 
present at the time of the lobectomy for the lung 
abscess. Fifteen patients were subjected to total 
pneumonectomy. The removal of the entire lung is 
in keeping with good cancer surgery, and lobectomy, 
except under unusual circumstances, does not have 
an established place in curative surgery of this 
region. Six of the 17 resected patients did not have 
a pre-operative microscopic diagnosis of cancer of 
the lung, emphasizing the difficulties encountered 
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in diagnosis of favorable operative cases (Table 9). 


TABLE 9—METHODs OF CONFIRMING THE CLINICAL 
DIAGNosIs IN 17 CASES OF CANCER OF THE LUNG 
SUBJECTED TO RESECTION 


Cases Per CENT 
Bronchoscopy—Positive 9 53 
Bronchoscopy Negative 
Biopsy Wall of Peripheral Lung Abscess 
Positive .....=- 12 
Bronchoscopy Negative 
Exploratory Thoracotomy 35 


In addition to the chest wall resection accom- 
panying the lobectomy, three patients were subjected 
to total pneumonectomy and simultaneous block 
resection of the chest wall for cancer of the lung 
invading the ribs. A patient with a previously 
drained lung abscess secondary to primary carci- 
noma had a pneumonectomy accompanied by block 
excision of the neighboring thoracic wall. Atten- 
tion is directed to the type cf patients included in 
the group of 17 resections in that a higher mortality 
can be expected in such cases. 

The 17 resections constitute an operability rate 
of 19.3 per cent of the 88 histologically proved pri- 
mary carcinomas cf the lung. Three (17.6 per 
cent), died in the hospital. Four have died since 
leaving the hospital. One died in 4 months, one 
died 11 months later, and 2 died 18 months to 
2 years following discharge from the hospital. One 
is living with an apparent recurrence 6 months after 
operation. Nine patients are living and well. Of 
these patients, one has been well for more than 6 
months, 2 for more than 2 years, 2 for more than 
3 years, 2 for more than 4 years, and 2 for more 
than 6 years (Table 10). One of the patients liv- 


TABLE 10—RESULTs IN RESECTION 17 CASES 
CARCINOMA OF THE LUNG 


Cases Per CENT 
Resections _ 100 
Deaths Later ________ : 23.5 
Living With Recurrence 5.9 
Living and Well 53.0 


ing and well 7 years after cperation had metastasis 
to a mediastinal node, and the 6 year survival had 
extensive destruction of the second, third, and fourth 
ribs at the time of total pneumonectomy and simul- 
taneous block resection of the chest wall. Seven 
ribs were removed in block with the specimen. 
The hospital death rate (17.6 per cent) is too 
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high. One patient had a post-operative cerebral ac- 
cident, one died following block excision of 7 ribs 
and the lung for cancer invading the chest wall, 
and the remaining case died following total pneu- 
menectomy in a patient upon whom an abscess had 
been previously drained externally. 
sary in this case to remove a part of the chest wall. 
Total pneumonectomy and simultaneous resection of 
the chest wall will increase the mortality rate, but 
it seems worth the risk in that two such patients 
in this series are now living and well, one over 
2 years and the other over 6 years. 

The histological classification (Table 11) of pri- 


It was neces- 


TABLE 11—HIsTOLOGICAL CLASSIFICATION 88 CASES 


Cases Per CENT 
Unclassified __________ 5.7 


mary cancer of the lung is worthy of note in con- 
sidering the behavior of the cell types, operability, 
and prognosis. Careful study of biopsy specimens 
and resected pulmonary tissue, and necropsy exami- 
nations enabled us to classify the majority of the 
tumors. Frequently, the diagnostic specimens did 
not reveal the cell type and the tumor was classified 
from autopsy material. Squamous cell carcinoma 
constituted 44.3 per cent of the primary lung tumors. 
It was the only cell type which exhibited a tendency 
to invade the bony thorax (6 cases). Eight of the 
17 cases submitted to pulmonary resection had this 
Four of the patients living and well had 
Adenocarci- 


cell type. 
the squamous cell variety of tumors. 
noma made up 22.7 per cent of the tumors classi- 
fied. This cell type was more common in women. 
Four of the resected cases living and well belong to 
this group. The small cell type (33 per cent) in- 
cludes the “oat cell” variety and the other highly 
undifferentiated tumors. The tendency to blood 
stream dissemination, rapid growth, and early me- 
tastasis to regional lymph nodes offers little hope 
in a patient with this cell type. One patient is 
living and well 8 months following resection. 


SURGICAL CONSIDERATION 


Surgery of the thorax has made such rapid prog- 
ress in the past decade that its possibilities in the 
management and application to various pathological 
lesions are not widely appreciated. Technical ad- 
vances, adequate preparation of the patient, anes- 
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thesia, chemotherapy, antibiotics, and improved post- 
operative care have made operations in this field 
as safe as major operations in other specialties. 

Preparation of a patient for pneumonectomy is 
not unlike the modern consideration of any patient 
about to undergo a major operation. Transfusions 
are given if the red blood count is under 3,500,000. 
Vitamins are administered parenterally. Low serum 
protein levels are corrected by amino-acids and 
blood plasma. Exercise is encouraged on the ward. 
Penicillin is given in a dose of 40,000 units every 
3 hours for 48 hours prior to operation. Sulfadia- 
zine has been abandoned during the pre-operative 
preparation of all the patients. It is used only in 
the cases with a purulent sputum which do not 
respond to penicillin. Artificial pneumothorax has 
been abandoned except in an occasional case. 

The importance of a competent anesthetist can- 
not be over-emphasized. Intratracheal gas, oxygen 
and ether vapor anesthesia has been used in most 
of the cases. The addition of pentothal induction, 
curare during anesthesia, and of preliminary novo- 
caine intercostal nerve block seem to complicate a 
simple and satisfactory anesthetic. Provisions are 
made for catheter aspiration of the tracheobronchial 
tree through the endotracheal tube. Preliminary 
bronchoscopy is not carried out unless indicated and 
only seldom is it necessary to do a post-operative 
bronchoscopy. The bronchoscope is always avail- 
able and accomplishes little unless there is an indi- 
cation for its use. 

The anterior approach is generally employed un- 
less invasion of the ribs posteriorly and dense pleural 
adhesions indicate a posterior approach. ‘The bron- 
chus can readily be ligated as the first step in the 
operation with greater ease through a posterior ap- 
proach, and in patients with a large sputum vol- 
ume this is to be considered seriously. The approach 
through the third intercostal space anteriorly results 
in less trauma and it is more rapid in its execution 
than the posterior approach through the fifth inter- 
costal space. The head is lowered and an intra- 
venous of physiological saline solution is started 
through a large canula placed in the saphenous vein. 
Three pints of citrated blood are prepared for use 
during the operation. The hilar structures, which 
include the pulmonary veins, pulmonary artery, and 
bronchus, are treated separately. Particular atten- 
tion is directed to closure of the bronchus. ‘Two 
lavers of widely spaced silk sutures are placed in 
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the long axis of the bronchus, the distal layer ap- 
proximating the cut end of this structure. The 
bronchus is closed flush with the bifurcation of the 
trachea. The stump is permitted to retract into the 
mediastinum, and seldom has it been necessary to 
use a pleural graft. The mediastinal pleura is 
closed by interrupted silk sutures. All lymph nodes 
are removed in and about the hilus and beneath the 
carina. The pleural cavity is drained for 48 hours. 
The thoracic cage is closed by interrupted pericostal 
chromic catgut sutures. 

Post-operatively, the primary object is to keep 
the airway clear to the remaining lung. The head 
down position for the first 8 hours after operation 
favors bronchial drainage. A wet tracheobronchial 
tree is not tolerated and catheter suction is immedi- 
ately instituted unless supporting the chest during 
cough expels the secretions. Nurses are instructed 
in methods of supporting the chest in order to make 
an ineffective cough productive of the offending se- 
cretions. An oxygen concentration of 60 to 70 per 
cent is maintained in the oxygen tent for 24 to 48 
hours. Water balance is maintained by parenteral 
fluids during the first 48 hours. The pre-cperative 
dose of penicillin is continued for 8 to 10 days. 
The majority of these patients were out of bed on 
the fourth post-operative day and they were ready 
for discharge 2 to 3 weeks after the operation. 


SUMMARY 

Eighty-eight consecutive primary carcinomas of 
the lung which were histologically proved form the 
basis of this analysis of the symptoms, methods of 
diagnosis, and treatment of lung cancer. The ma- 
terial has accumulated during an 8 years period. 

Seventeen patients (19.3 per cent) were submitted 
to a pulmonary resection. There were 3 hospital 
deaths (17.6 per cent) in the resected group. Four 
patients (23.5 per cent) died of recurrence of the 
carcincma following their hospital discharge. One 
is living with a known recurrence. Nine patients 
(53 per cent) are living and well with a chance of 
surviving cancer of the lung. The longest survival 
to date is 7 years, 


Discussion 
Dr. ARTHUR B. GATHRIGHT, Richmond: Dr. Coleman’s 
analysis of these 88 cases of primary carcinoma of the 
lung, both from the standpoint of diagnosis and manage- 
ment, is quite complete and leaves little room for elabora- 
tion except for the purpose of emphasis. For that pur- 
pose, then, I should like to mention several points. 


4 
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The first is that of 88 cases suffering from one of the 
most difficult maladies with which we are familiar, there 
are nine patients who had a pneumonectomy living and 
well with a chance of surviving carcinoma of the lung, 
the longest survival in this group being seven years. 
This indicates that under certain circumstances, individ- 
uals with cancer of the lung can be helped and may be 
cured. I believe that we will have to await the passage 
of years to evaluate from a statistical standpoint the 
possibility of cures. At the present time, however, we 
know that these patients can be rehabilitated to a reason- 
ably comfortable and useful life for a varying number 
of years. 

The second important observation from this report is 
that of the 88 cases that came under observation, only 
17 were found to be candidates for pulmonary resection, 
the reason being that in the others the condition was so 
far advanced that they were considered inoperable. -In 
treating any type of cancer, there are only two weapons 
available, irradiation and surgery. X-ray as a curative 
measure in primary carcinoma of the lung has been 
practically abandoned, and its use as a palliative measure 
is quite limited. Surgery, then, until we are given new 
weapons, is our only approach, but if the surgeon does 
not get the case when it is in the early stage, even that 
is of little use. 

That brings me to the third point on which I should 
like to comment, and that is the fact that the average 
duration of symptoms in this group of patients before a 
clinical diagnosis was made was six months. Some of 
this delay was no doubt the patient's fault, but a good 
percentage reported that they had consulted a physician 
promptly after the onset of symptoms, and others, within 
two or three months. I cannot help but wonder what 
happened to these patients during the interval between 
the time that they first sought medical help and the time 
that they were considered for surgery. I wonder how 
many gallons of cough syrup they consumed, how many 
quarts of “tonic” were given for weight loss or “run- 
down” condition. It is unfortunate that the symptomato- 
logy of so grave a disease is so similar to many less 
Cough is a fa- 
miliar factor in the everyday lives of many, and it is so 
common in the physician’s work that it is difficult to keep 
in mind the possibility that it may be of more serious 


serious and rather common complaints. 


significance than, perhaps, bronchitis or a cigarette cough, 
until the passage of time reveals other symptoms which 
put him on the alert. I am sure that in some of these 
cases, cancer may have been suspected months before 
it was an established diagnosis, and Dr. Coleman has 
reviewed the diagnostic methods available, pointing out 
their inadequacy in many cases. 

Progress in the treatment of cancer generally has not 
kept pace with the progress in other fields of medicine, 
and the progress that has been made has been due largely 
to improvement in the techniques and skill of the surgeon 
and roentgenologist, specifically in this instance in the 
improvement in technique of the surgery of the chest. 
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It therefore behooves those of us who are apt to see 
cases of carcinoma of the lung first to keep the condi- 
tion in mind, to give as complete an initial examination 
as possible where the symptoms could indicate carcinoma, 
with diligent follow up directed toward the earliest pos- 
sible diagnosis. Only by getting these cases into the 
hands of a capable chest surgeon at the earliest possible 
stage of the disease is he given the opportunity to do the 
best that he can to bring about an increased number of 
cures of primary cancer of the lung. 

Dr. E. C. Drasu, Charlottesville: Dr. Coleman has 
presented a very clear picture of carcinoma of the lung 
A number of 
years ago the statement was made by a prominent phy- 
sician that carcinoma of the lung was a condition that 
was diagnosed only at autopsy; later, by the greater use 
of bronchoscopy, plus X-ray, it had been moved to three 
months before autopsy. 
much brighter than that. It occurs as frequently as cor- 
responding carcinoma of the large bowel, and I think the 
prospects are as good. 


and I think a very encouraging picture. 


Nowadays the pieture is very 


Dr. Coleman has mentioned pain as secondary only to 


cough. This pain is quite variable. It may be nothing 


more than a vague discomfort in the chest. Obviously, 
it is impossible to bronchoscope every man or woman 
of forty or over with chronic cough. With the widespread 
use of X-ray, in many of these cases the possibility of 
carcinoma can be eliminated and eliminated safely, but 
it is not safe to turn away these patients with cough 
syrup and encouragement when there is a possibility of 
carcinoma of the lung. 


A number of years ago Dr. Cushing made an interest- 
ing observation on a patient who came to him with brain 
tumor. He removed the tumor, and the patient returned 
home in good condition. About later he 
came back to Dr. Cushing with an identical tumor of 
the brain. 


seven years 


The source of the tumor was still not found. 
It was removed, and he went home. 
the patient was in an accident, was brought to the hos- 
pital, and died. 
tumor of the lung. Because of that experience Dr. Cush- 
ing afterwards insisted that all patients with brain tumor 


Two years later 


At autopsy there was found a small 


have an X-ray of the lungs before operation. 

The chief difficulty in these cases is that most of them 
are old, and many of them cannot stand the loss of one 
lung. It might seem almost axiomatic to say that the 
outlook for these patients with carcinoma of the lung 
under medical treatment is hopeless; that is, the mortality 
is one hundred per cent, so that any of them we can 
save is that much gain. 

Dr. I. A. Biccer, Richmond: 
very excellent paper, and there is really very little that 
one can add, but I think it is worth while emphasizing 
certain points which he has made. 


I enjoyed Dr. Coleman’s 


I should like par- 
ticularly to stress the absolute necessity of earlier diag- 
nosis of carcinoma of the lung and should like to stress 
the fact that diagnosis can be made earlier if proper 
attention is paid to the patient’s history. That is, if one 
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takes a patient in the cancer age (and, as you know, that 
can be almost any age), a change in cough, as Dr. Cole- 
man pointed out, or the development of cough where the 
patient had none before should not be disregarded. 
When. patients in this age group develop a cough which 
cannot be accounted for on any other rational basis, 
complete studies should be made. Those studies should 
include careful physical examination and X-ray studies 
of the chest. If there is an abnormal pulmonary shadow, 
further examination should be made. In most cases I 
think that should include bronchoscopy. 

I am in agreement with Dr. Coleman and Dr. Drash 
that many cancers of the lung can be cured, if diagnosed 
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early and promptly referred for surgical consultation, 
This is particularly true in cancer of the lung, because 
you are dealing with a pedunculated structure which 
naturally improves the chances for complete extirpation of 
all tumor tissue. The most common ones tend to spread 
only through the lymphatics, rarely by the blood stream. 
This also gives a greater opportunity for complete ex- 
tirpation. 

Dr. COLEMAN, closing the discussion: I want to thank 
Dr. Bigger, Dr. Drash and Dr. Gathright for the timely 
discussion; and I also want to thank the Program Com- 
mittee for the opportunity extended to the veterans, of 
whom I am one, to appear on the program. 


British Medical Officers Visit McGuire Hos- 
pital. 

Representatives of the British Ministry of Pen- 
sions visited McGuire Veterans Administration Hos- 
pital at Richmond recently, showing particular in- 
terest in the spinal cord injury patients. McGuire 
is one of seven paraplegic centers operated by the 
VA. 

The visiting doctors were: Dr. J. F. E. Prideaux, 
deputy director general of the medical services; 
Dr. L. Guttman, principal medical officer in charge 
of paraplegics; and Dr. J. Craft, principal medical 
officer for prosthetic services: Dr. Guttman spent 
five days at the Richmond institution cbserving the 
treatment and equipment for paraplegics, and was 
“very impressed” with what he saw. 

He reported the same vast strides in England as 
here in the treatment of this disability since the 
First World War when the majority of such cases 
resulted in early death. He said there are about 
600 paraplegics in England, around 270 of them 
at a spinal center at Stoke-Mandeville near Ayles- 
bury, where he spends his time. A convalescent 
home is operated there in conjunction with the hcs- 
pital, and after a time, he said, the patients are 
discharged either to their homes or to a permanent 
institution—‘a kind of cclony’—operated by the 
Red Cross. Some 60 paraplegics have been dis- 
charged to their homes and the majcrity of these are 
working, either in their homes or outside. ‘We con- 
sider no spinal case hopeless or useless’, Dr. Gutt- 


man asserted. ‘The whole program is designed to 
restore the patient as a useful member of society.” 


The National Gastroenterological Associa- 
tion 

Will held its 12th annual convention and scien- 
tific sessions at the Hotel Chelsea in Atlantic City, 
N. J., on June 4, 5, 6, affording those interested 
in attending the centennial celebration of the Amer- 
ican Medical Association and the meeting of the 
National Gastroenterological Association a chance 
to be present at both. The program will consist of 
eighteen separate papers on various phases of Gas- 
troenterclogy and allied subjects, by well known 
authorities on the subject. 

There will be one luncheon rcund-table confer- 
ence on Thursday, the 5th, at which time Dr. Hyman 
I. Goldstein of Camden, N. J., will speak on “The 
History of Gastroenterology and the Development 
of this Specialty In America”. 

At the Annual Banquet cn Thursday evening, 
the winner of the National Gastroenterological As- 
sociation’s 1947 Cash Prize Award Contest for the 
best unpublished contribution on Gastroenterologi- 
cal cr an allied subject, will receive the prize of 
$100.00 and a Certificate of Merit. The guest 
speaker of the evening will be Dr. Homer T. Smith 
of the New York University College of Medicine 
whose subject will be “Plato and Clementine’. 

Program and further details may be obtained 
from the National Gastroenterological Association, 
1819 Broadway, New York 23, N. Y. 
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OFFICE GYNECOLOGY* 


PEMBROKE T. Grove, M.D., 
Winchester, Virginia. 


I have selected the subject of office gynecology 
because it is part of the line in which I am 
primarily interested. I have noted, during the 
ten years that I have been out of medical school, 
that there is a great tendency of the busy doctor 
to treat gynecological complaints by off-the-cuff 
prescriptions and never examine the patient. The 
procedure is simple and the equipment is little. 
All that is needed are several sized specula, a light, 
some finger cots, an examining table and ten 
minutes of time. 

If we are to cut down deaths from malignancies, 
we must do more complete examinations and eradi- 
cate all abnormal conditions as we find them. 

I have not tried to cover all of the field of office 
treatment, but have selected some of the commonest 
complaints as follows: leucorrhea, low back-ache, 
menorrhagia and metrorrhagia, menopausal syn- 
drome and dysmenorrhea. 

By far the most common complaint is a leucorrhea 
or a discharge with itching. I would like to say at 
this point that when a discharge is noticed by a 
patient, or found rather profusely in the vagina, it 
is abnormal and cause must be found. The com- 
monest site is the cervix and, in order, the causes 
are damaged cervix from parturition followed by 
secondary infection in the cervical glands, specific 
infection of the cervix, damaged or otherwise, such 
as gonorrhea, Trichomonas and Monilia infection of 
the vagina. It is especially important in all cases, 
especially those who have had the menopause, that 
all early malignancy be ruled out. Do not hesitate 
to take biopsies, which can be done in the office 
without discomfort to the patient. 

For treatment, first give a thorough visual exami- 
nation. Do not overtreat. Most cervicitis will re- 
spond to Negatan (Lilly). The best time is im- 
mediately after the menstrual period. The so- 
lution will coagulate the infected tissue, which will 
slough off as healing takes place. Follow the ap- 
plication with plain water irrigations daily to clean 
cut the increased leucorrhea, inspect the cervix after 
the next menses. Usually, by this time, the treated 


*Read at the meeting of the Medical Society of North- 
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area will be healed antl you can see what is left to be 
treated. Applications may be made high in the 
cervical canal with this solution, if done gradually, 
without fear of a stricture. These treatments, if 
done more frequently than monthly, only irritate. If 
there are cysts present, the use of a light cautery 
to puncture them will hasten healing. In patients 
with a history of salpingitis or pelvic peritonitis, 
use very little cautery because of the danger of stir- 
ring a latent infection. Five per cent gentian violet 
is specific for Monilia. Flip a coin and take your 
choice on treatment of Trichomonas. 

Closely allied to the above is the frequent com- 
plaint of lower abdominal discomfort and low back- 
ache. The patients are examined digitally and fre- 
quently found to have a retroversion or tender broad 
ligaments, and all the blame is placed on the retro- 
version or tubes. In my experience, a uterus that is 
retroverted, but can be moved, does not cause much 
trouble. Here again the offender is usually the 
cervix because, again, a chronic endocervicitis with 
inflammatory extension by lymphatics through the 
broad ligaments to the presacral chains will cause 
discomfort. 

Clean up the cervix and generally most of the 
back-ache or pelvic discomfort will disappear. If 
not, be sure that your trouble is not skeletal or pos- 
tural. These symptoms are frequently seen in the 
obese or very thin grand multipara with sloping 
shoulders, sagging abdcmen with flaccid muscles 
and a forward tilt of the pelvis. Try to correct these 
before advising an operation because, if you don’t, 
in four or five months the patient will be back with 
the same complaints, wanting to know what you 
are going to do next. 

Menorrhagia and metrorrhdgia are cardinal symp- 
toms of trouble, especially around the menopause 
and afterwards. When a woman changes her men- 
strual schedule she should be thoroughly studied. 
A malignancy does not look at the birth certificate. 
A D and C is indicated with a complete pelvic 
examination while under the anesthesia. You know 
the many causes. The above procedure is relatively 
safe and it pretty well eliminates guess-work. 

Menopausal symptoms, if you can believe the 
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drug salesman, have more ideal treatments than the 
average dog has fleas. It is probably as poorly and 
more expensively handled than any other complaint. 
The first thing a doctor should do is become familiar 
with one product, or combination of products, and 
stick to them. In the physiological menopause the 
patient should be carefully evaluated as to her dis- 
comfort and frequently can be carried along on 
moderate sedation. If this does not seem satis- 
factory and supplemental therapy is found to be 
necessary, give a large amount initially until stabi- 
lized and then work out a tapering off schedule. The 
usage of small, occasional shots only tends to dis- 
courage the patient. 

In the surgical menopause you have a somewhat 
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different problem because all endocrine secretion has 
been cut off suddenly. It is important to replace 
this quickly before a general glandular disarrange- 
ment takes place. Here very large dosages should be 
used immediately and cut down slowly. 

Dysmenorrhea is a very discouraging problem. 
Pregnancy at the best is only a very temporary an- 
swer. Here it is important to eliminate all physical 
defects, especially infected cervices or otherwise. 
Frequently outside factors, such as emotional, must 
be eliminated. If this has been done most patients 
will get relief with atropine combined with codeine 
and one of the coal tar derivatives. If this does not 
give fair relief, you will have to look for other 
causes such as endometriosis, etc. 


New Books. 


Among recent additions to the Library of the 
Medical College of Virginia are the following, 
which are available to our readers under usual li- 
brary rules: 


Allen—Peripheral vascular diseases. 

Andrews—Diseases of the skin. 

Becker & Obermayer—Modern dermatology and syphilo- 
logy. 

Block—Amino acid composition of proteins and foods. 

Braun-Menendez—Renal hypertension. 

Brill—Lectures on psychoanalytic psychiatry. 

Brown—Ulcer of the stomach, duodenum and jejunum. 

Cameron-—The nervous child. 

Cooke—Allergy in theory and practice. 

Denny-Brown—Diseases of the basal ganglia and sub- 
thalamic nuclei. 

Dobson—Anatomical eponyms. 

Dameshek—Leukopenia and agranu!ocytosis. 

Darlington & Janaki—Chromosome atlas of cultivated 
plants. 

Davidoff & Dyke—The normal encephalogram. 

English & Pearson—Common neuroses of children and 
adults. 

Engle—The probl<m of fertility. 

Fedder—A girl ‘grows up. 

Fischer—Biology of tissue cells. 

Friedgood—Endocrine functions of the hypophysis. 

Greenblatt—Office endocrinology. 

Gates—Human genetics. 


Gardner—Industry, tuberculosis and compensation. 

Greenstein—Biochemistry of cancer. 

Harris—Banting’s miracle: the story of the discoverer of 
insulin. 

Harrow—A textbook of biochemistry. 

Hawk, Oser & Summerson—Practical physiological chem- 
istry. 

Hill—Silent enemies. The stories of the diseases of 
war and their control. 

Landis, Carney & Bolles—Textbook of abnormal psy- 
chology. 

Lea—Actions of radiations on living cells. 

Lorand—Technique of psychoanalytic therapy. 

Luck—The war on malnutrition and poverty. 

Luckiesh—Applications of germicidal, erythemal 
infra-red energy. 

Lysenko—Heredity and its variability. 

Marshall—The venereal diseases—a manual for practi- 
tioners, 

Mees—The path of science. 

Merrit, Adams & Solomon—Neurosyphilis. 

Neuberger—British medicine and the Vienna school. 

Newburgh—The significance of the extra-cellular fluid 
in clinical medicine. 

Pearl—Man the animal. 

Polyak—The human ear in anatomical transparencies. 

Ruesh—Chronic and psychological invalidism. 

Sinai, Anderson & Dollar—Health insurance in the United 
States. 

Snyder—The principles of heredity. 

Stewart—Man. An autobiography. 

White—Mucous colitis. 


and 
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MORTALITY FROM CORONARY DISEASE BY AGE, SEX, AND RACE 


VIRGINIA MEDICAL MONTHLY 


JoHN BENJAMIN NIcHOLs, M.D., 
Advisory Medical Director, Acacia Mutual Life Insurance Company, 
Washington, D. C. 


It is the purpose of this compilation to present 
the statistics and rates of deaths from coronary dis- 
ease (including angina pectoris) in the United 
States during the year 1940, by age, sex, and race. 

The figures given in the tables are derived from 
the United States Census report on “Vital Statistics 
of the United States” for 1940. 
deaths reported as due to “diseases of coronary 
arteries” and ‘angina pectoris,” 
therein, are here combined as coronary deaths. Only 
in a census year, such as 1940, can reliable figures 


The figures for 


separately given 


as to the population or number of individuals liv- 
ing in the various age and other groups be obtained 
to serve as a basis for the calculation of mortality 
Shifts of population in other years are too 
indeterminate and unpredictable to yield sufficiently 
accurate results. 


rates. 


Table I exhibits the numbers and rates of coronary 
deaths according to age in the United States dur- 
ing the census year 1940. Column 2 shows the 
population or number of living inhabitants in each 
5-year period of the life span. After the years of 
childhood the numbers, of course, continuously di- 
minish with advancing age. Column 3 presents the 
total number of coronary deaths reported in each 
age group: almost zero below the age of 20 years, 
then increasing to a maximum of over 15,000 deaths 
in the age group of 65-69 years, and then diminish- 
ing. This late diminution, of course, follows and 
is caused by the decline of population in the latter 
periods of life. Further analysis is required to de- 
termine the actual mortality rates of coronary dis- 
ease according to the population at the different 
ages. These are shown in column 4, which gives the 


Taste I. 


NUMBER AND RATES OF DEATHS FROM CORONARY DISEASE (INCLUDING ANGINA PECTORIS), BY AGE GROUPS, IN THE 
UNITED STATES DuRING 1940. 


Population and angina pectoris. | 
years. ete dante Total Rate (number) per | | Ratio of coronary 
ge group. b 190,000 of population | Number. deaths to total 
umber. | __imeach age group. | per cent. 
1 2 3 | 4 | 5 6 
| 
All ages 131,669,275 101,463 | 774 | 1,417,289 | 12 
| 
Under 5 10,541,524 29 | 0.3 | 135,662 | 0.02 
5-9 10,684,622 12 0.1 11,570 | 0.1 
10-14 | 11,745,935 16 0.1 | 11,683 0.1 
15-19 | 12,333,523 65 0.5 | 21,168 0.3 
20-24 11,587,835 141 | 1.2 27,831 | 0.5 
25-29 11,096,638 324 | 2.9 30,695 | 1.1 
30-34 10,242,388 752 7.5 34,579 | 23 
35-39 9,545,377 1,779 | 18.5 41,670 | 4.3 
40-44 8,787,843 3,691 | 42.0 | 53,689 6.9 
45-49 8,255,225 6,477 | 78.5 | 71,596 9.0 
50-54 7,256,846 9,375 | 129.2 92,817 10.1 
55-59 5,843,865 11,941 | 204.3 | 108,476 11.0 
60-64 4,728,340 14,198 | 300.3 | | 11.2 
65-69 3,306,657 15,658 | 411.3 149,039 | 10.5 
70-74 2,569,532 14,769 574.8 156,986 | 9.4 
75-79 1,503,982 | 11,212 745.5 | 142,554 | 7.9 
80-84 | 774,391 7,062 913.2 |} 112,713 | 6.3 
85-89 | 277,012 2,879 1,039.3 | 59,112 | 4.9 
90-94 | 69,598 78 | 255.8 | 20,722 | 0.9 
95-99 | 14,463 26 CO 179.1 | 4,861 0.5 
100 and over 3,679 103 2,799.9 | 1,259 0.8 


Deaths from coronary disease | 


Total deaths from all causes. 
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Tasce II. 
NuMBER AND RATES OF DEATHS FROM CORONARY DISEASE 


(INcLuDING ANGINA PEcToRIs), BY SEX AND RACE, 
IN THE UnitTep STaTes DurinG 1940. 


| Deaths from coronary dis- 
ease and angina pectoris 
Population — 
Sex and race po Rate (number) 
Numb per 100,000 of 
— population in 
each class 
1 2 3 4 
Total 131,669,275 | 101,463 771 
Male, total 66,061,592 70,669 107.0 
Female, total | 65,607,683 30,794 46.9 
White 118,214,870 96,847 83.3 
Male 59,448,548 67,931 114.3 
Female 58,766,322 28,916 49.2 
Negro 12,865,518 4,468 34.7 
Male 6,269,038 2,615 41.7 
Female 6,596,480 1,853 28.1 
Other races 588,887 148 25.2 
Male 344,006 123 35.8 
Female 244,881 25 10.2 


rate (or number) of coronary deaths for each 100,- 
000 of living population at the different ages. The 
corenary deaths for 100,000 of population continu- 
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ously increase from practically zero at the beginning 
to over 1,000 at age 85-89, and then sharply de- 
crease, except for an abrupt and strange jump at 
100 years and over. 


In column 6 of Table I is given a ccmpilation of 
the ratio per centum of deaths due to coronary dis- 
ease to the total numbers of deaths from all causes, 
at the different ages. This shows a specific curve 
differing somewhat from the rate per population 
appearing in column 4. The ratio percentage of 
coronary deaths to total deaths at the various ages 
increases to a maximum of 11.2 per cent at age 60- 
64 years, and then consistently diminishes. At the 
higher ages death results in increasing numbers and 
propcrtions from non-coronary causes. 


Table II presents the 1940 death rates from coro- 
nary disease by sex and race, per 100,000 of the 
population in each class. The female rate is con- 
sistently much less than that of males in all the race 
classes; in the aggregate less than one-half. The 
rates are also much lower in the negro and other 
races than in the whites. 


Sudden and unexpected deaths are a matter of 
concern in life insurance, and to the general public 
as well. Statistics of the incidence of sudden deaths 
in themselves are not available, but they will in 
general parallel the deaths from coronary disease 
as here shown. 


New Device to Inject Penicillin Formula. 
A new device that aids physicians te inject peni- 
cillin in the beeswax and oil suspension which is 
considered a great advance in syphilis therapy, has 
been announced by the president of Winthrop Chem- 
ical Company, Inc. It is now available to doctcrs 
and hospitals after exhaustive clinical tests. 
Called a Punctule, it was developed by Martin 
Lasersohn, M.D., a Winthrop vice-president. It is 
made of glass and neoprene, and the unit includes 
a double-end 21-gauge needle. To administer the 
injectible medicament, the Punctule is placed into 
the barrel of an ordinary hypodermic syringe, and 
injection is accomplished by pushing the thumb- 
rest of the Punctule. As now being offered by 
Winthrop, the Punctule will contain a dosage of 
300,000 units of penicillin in beeswax and oil called 


the Romansky formula. In addition to its use in 


the treatment of venereal disease, the Romansky 
formula penicillin is indicated fer blood poisoning, 
pneumonia, scarlet fever, tonsillitis, and other types 
of infections. The dosage selected is good for from 
18 to 24 hours as compared to other penicillin solu- 
ticns that require injections every two or three hours. 

When the physician is dealing with the Romansky 
penicillin or with other opaque parenteral solutions, 
reliable aspiration is assured by the Punctule de- 
spite the opacity of the fluid. The solution-contain- 
ing Punctule is not placed into the syringe until 
after the hypodermic needle is inserted and aspira- 
tion is made to be absclutely certain that the needle 
has not penetrated a blood vessel. 

Dr. Lasersohn went to Winthrop in 1930 from 
the Medical College of Virginia, Richmond, on 
whose faculty he served for six years. He still keeps 
membership in the Medical Society of Virginia. 


1947] VIRGINIA MEDICAL MONTHLY 


REPAIR OF POSTERIOR VAGINAL HERNIA FROM BELOW, 
WITHOUT OPENING THE SAC: 
REPORT OF CASE* 


C. I. SEAsE, M.D., 


Richmond, Virginia. 


Mrs. L. M. B., W. F. M., age 51.—On April 6, 
1936, this patient had a Kocher type suspension, 
anterior colporrhaphy, and perineorrhaphy for pro- 
lapse of the uterus. 

Four years later she returned on account of a 
bulging in the vagina, which she thought was a 
return of her previous trouble. Careful examina- 
tion, however, showed that her repair work was in 
gcod condition, but she had a hernia through the 
cul de sac and it contained intestine. Accordingly 
she was sent to the hospital for operation. 

The following procedure was then undertaken 
with complete success. 

April 1, 1940. Ether Anesthesia: Lithotomy 
position. 

Incision made as in repair of rectocele. Flap 
dissected upwards until a thin walled sac exposed. 
Sac contained what appeared to be intestine. The 
head of the table was lowered, and contents cf sac 
reduced easily. With sponge forceps on the sac for 
traction, the dissection was carried upwards behind 
the cervix, as far as possible, and at this point the 
neck of the sac was only about an inch in diameter. 


*Read at Retreat for the Sick Staff Meeting. 


Making traction with the sponge forceps, and press- 
ing the tip of the index finger beneath the neck of 
the sac and using it as a guide, a purse string suture 
of No. 1 chremic catgut was placed around the sac. 
Making still more traction, another purse string of 
the same material was placed a little higher above 
the first cne. The sac was then pushed through the 
purse string sutures with a homostat and the first 
purse string suture pulled tight as the homostat was 
removed. The second purse string suture was then 
tied. A high repair was then done as in rectocele. 

Examination in June, 1946, six years later, 
shows that the repair was entirely satisfactory. 

It is not known whether all cases of enterocele 
can be so repaired. Where the neck of the sac is 
large, it may not be satisfactory. But, with a nar- 
rew neck, this procedure of inverting the sack with- 
out cpening it and thus entering the peritoneal cav- 
ity, should appeal to most surgeons as a simplified 
and safer method of dealing with the sac, than the 
usual procedure of incision followed by amputation 
and closure. 


505 Professional Building. 


McGuire Veterans Hospital as a Paraplegic 

Center. 

Special facilities for the hespitalization and med- 
ical rehabilitation of spinal cord injury patients— 
something new in the hospital field-—became a real- 
ity at McGuire Veterans Administration Hospital 
recently when special wards for the 165 such pa- 
tients there were completed. 

Designed to house these patients and the equip- 
ment for their special treatment in a compact unit 
—six parallel one-story buildings with a connecting 


cerridor in the center—the new quarters also pro- 
vide a more home-like atmosphere for the para- 
plegics, who, of necessity, are long-time patients. 
McGuire is one of seven paraplegic centers oper- 
ated by the Veterans Administration. Treatment of 
paraplegics on so large a scale is a new thing. Fol- 


lowing World War I, before such strides had been 
made in combating infection and cther phases of 
medicine, few spinal-cord injury cases survived. 

The new quarters offer more space, more accessi- 
bility, and brighter, airier surroundings. Inclined 
ramps have replaced steps at all entrances so that 
both wheel chairs and litters can be accommodated. 
Suspended over each bed from the ceiling is an 
adjustable trapeze to assist the patient in lifting 
himself out of bed. 

At the ends of the buildings are gayly decorated 
solariums, where patients may enjoy the sunshine. 
Showers, basins, toilets and other facilities for 
everyday living are specially constructed or adapted 
to accommodate wheel chairs. The paraplegics’ own 
gymnasium, their physical and occupaticnal therapy 
rooms and mess hall are all within the new unit. 
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PUBLIC HEALTH 


L. J. Roper, M.D., 


State Health Commissioner of Virginia 


The report of the Bureau of Communicable Dis- 
eases of the State Department of Health for March, 
1947, as compared with the same month in 1946, and 
for the period of January through March, 1947, com- 
pared with the same period in 1946, follows: 


Jan.- Jan.- 

Mar. Mar. Mar. Mar. 

1947 1946 1947 1946 

Typhoid and Paratyphoid____- 7 7 17 18 
Diarrhea and Dysentery______ 712 187 1,913 408 
Measles ties 1,982 2,898 3,371 4,391 
Searlet Fever 232 579 538 1,107 
Diphtheria 25 38 89 «141 
Poliomyelitis , 3 5 12 6 
Meningitis 11 31 33 91 
Undulant Fever _________- 7 3 9 10 
Rocky Mountain Spotted Fever 0 0 1 0 
2 2 26 23 


ANIMAL BITES AND RABIES 
Animal rabies has been endemic in Virginia for 
some years and so far in 1947 shows a tendency of 
increase. During 1946 the State Health Depart- 
ment laboratories reported 108 animal heads posi- 
tive for rabies. These rabid animals were found 
in 35 of the 100 Virginia counties, with main con- 
centration in the northeastern, south central and 
southwestern sections. In the first three months of 
1947 there have been recorded 30 rabid animals 
with distribution essentially the same, involving 14 
counties. Each animal bite reported presents the 
attending physician and the health officer with a 
major problem. Although the danger of human 
rabies is not great individually, a potential risk 
must be recognized and possibilities of other seri- 
ous infections must be weighed. During the past 
six years there have been five human deaths from 
rabies in Virginia. The problem is of sufficient 
importance to necessitate the following recommenda- 
tions in control and in treatment: 
I. Recommendations in the Control of Rabies 
1. Report all animal bites to the local health 
department. Those areas without public 
health facilities should report directly to 
the State Health Department. 
The biting animal should be promptly quar- 
antined and regularly observed over a mini- 
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mal period of ten days. If possible all other 
animals exposed or bitten should be isolated 
for at least 45 days. If the biting animal 
is shown rabid those animals bitten should 
be killed. 

Avoid killing the suspect animal if possi- 
ble. If, for reasons of public safety such 
action must be taken do nct injure the brain. 
When the animal dies or is killed remove 
the head carefully, pack in dry ice in water- 
tight sealed container and box. Ship prompt- 
ly to the nearest State Health Department 
laboratory. 

When rabies eccurs in any area, restriction 
of dogs is recommended for 45-90 days or 
longer. Some measure of control may also 
be expected in recommending the anti-rabic 
vaccination of dogs. 

Special effort on a sustained basis should 
be directed against stray dogs in areas of 
rabies prevalence. 


Reccmmendations in the Preventive Treatment 
of rabies 


wn 


A careful history of the circumstances sur- 
rounding each animal bite is always neces- 
sary as a guide to treatment and control. 
Every physician well knows that many ani- 
mal injuries are provoked and the lesions 
resulting are frequently superficial, requir- 
ing only local antiseptic care. 

It is well to remember that all animal bites 
present potential dangers of tetanus, gas 
gangrene and other infections, as well as 
rabies. 

The danger of rabies and other infection 
is lessened if the wound is cauterized with 
fuming nitric acid. 

Deep penetrating and lacerated weund 
should be cleared of devitalized tissue. 
Animal bites of the arm, shoulder, neck and 
head are more dangerous than those else- 
where on the body. If indicated, anti-rabic 
treatment should be started promptly. 
When specific treatment is delayed in the 
case of proven rabid animal bite, it is rec- 
ommended that dosage be doubled initially 
and possibly tetal vaccine increased. 
Anti-rabic treatment is indicated when the 
biting animal may not be found or be iden- 
tified. 
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PUBLIC RELATIONS 


The Medical Society of Virginia Goes on the Air! 

Beginning April 28 and extending through July 25, a 
state-wide network of twelve radio stations covering the 
100 counties of Virginia is broadcasting 60 programs a 
week for the Medical Society of Virginia as a public 
service. Theoretically, 81 per cent of the families of Vir- 
ginia are able to hear ‘Tell Me Doctor” five cays a 
week. This program probably reaches more people daily 
than the combined medical personnel in the state are 
able to contact. 

The radio stations cooperating in presenting ‘Tell Me 
Doctor”, with the scheduled times are listed: 

WPIK, Alexandria 10:05 A.M. 

WOPI-FM (96.9 Meg.), Bristol 10:00 A.M. 

WCHY, Charlottesville 12:35 P.M. 

WBTM-FM (92.1 Meg.), Danville (consult news- 
paper) 

WFVA, Fredericksburg 8:55 A.M. 

WSVA, Harrisonburg 4:55 P.M. 

WLVA, Lynchburg 1:15 P.M. 

WMVA, Martinsville (Consult newspaper) 

WTAR, Norfolk 10:45 P.M. 

WRNL, Richmond 1:30 P.M. 

WDBJ, Roanoke, P.M. 

WINC, Winchester 4:12 P.M. 

At the conclusion of the thirteen-week series, these 
twelve stations will have broadcast 780 programs for 
the Medical Society of Virginia. Each day the same 
program is scheduled on all twelve stations, though in- 
dividual stations may schedule and rearrange them as 
they see fit. 

Topics covered in these daily three-minute transcrip- 

tions include diseases, scientific developments, economics 
of medicine, the medical profcssion, health and médical 
facts, etc. A random sampling would touch on practically 
every phase of medicine and health. 
- Not all radio programs are acceptable to radio stations, 
even if they were paid for. Even though the radio sta- 
tions want to work with the Medica! Society of Virginia, 
the fact that they will take the program as a_ public 
service feature (gratis) is indicative of their regard for 
this “Tell Me Doctor” radio program. 

We are authorized to state that if the time being 
donated to this program by the radio stations were pur- 
chased, it would cost us wel! over $7,000. 

The radio stations of Virginia have rallied wonder- 
fully to the call of the Medical Profession, cooperating 
in presenting “Tell Me Doctor” as a_ public service 
feature. And now comes the obligation of the Medical 
Profession to cooperate with the radio stations in pub- 
licizing this program. Displaying the announcement cards 
in reception rooms in a prominent place is of paramount 
importance in informing patients about the program. 


Each doctor in the State can mean a great deal to the 
success of the program by availing himself of every 
opportunity to publicize it. Perhaps one of the most 
valuable contributions each dector could make would be 
a personal expression of appreciation to the radio station 
serving his community by a personal letter, and encour- 
aging laymen to do the same. 

This is the initial radio program of the Medical Society 
of Virginia, and for that reason it is especially impor- 
tant that no effort be spared which could contribute to 
its success. Our relationship with radio stations in the 
future will be very largely affected by the success of this 
first program. 

While the Public Relations Department is by no means 
convinced that “Tell Me Doctor’ is the best radio pro- 
gram the Medical Society could broadcast, there were 
several factors governing its selection. First of all, the 
time element is vital. We were able to purchase these 
records from the Michigan State Medical Society already 
transcribed, whereas it would take months to buiid our 
own program. Secondly is the matter of cost. Our budget 
does not allow for the tremendous expense of building 
a series of radio programs at this time, and we were 
able to purchase “Tell Me Doctor” from Michigan at 
cost. 

With the experience gained from this first thirteen- 
week series, and with the suggestions from individual 
doctors and radio friends, the Public Relations Depart- 
ment should be able to improve future radio activities. 


“Test Your Medical IQ” Appears Weekly. 

We are preparing for some newspapers a quiz type 
column, “Test Your Medical IQ”. The first is expected 
to be carried the first week in May. 

In our attempt to build a column for weekly and after- 
noon newspapers, We considered the various types of 
columns which are being used in other states. Some use 
the essay type discussing one subject each week. Others 
present a list of health facts. We believe the quiz type 
would catch and hold more reader interest than any of 
the others. It seems that the popularity enjoyed by quiz 
sections in such magazines as Coronet, Reader’s Digest, 
Hygcia, etc., is indicative of this. These “Test Your 
Medical IQ” quizes are developed from health and med- 
ical information listed generally under ten headings: 
(1) The Patient; (2) Diseases and Ailments; (3) Scien- 
tific Developments; (4) Public Health Service; (5) The 
Medical Profession and Medical Economics; (6) Pros- 
thetic Devices and Hospitals; (7) Medical History; (8) 
General Medical Information; (9) General Health In- 
formation; and (10) First Aid. Each quiz is expected 
to carry ten questions, one being taken from each of the 
above ten headings. 
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Caution and care are being exercised by the Public 
Relations Department in the development of this material, 
and it is passed upon by our Medical Censor Board before 
it is submitted to the newspapers. We believe that this 
information will be welcomed by the public. Many news- 
paper people who have seen the quiz have expressed a 
similar opinion. 

As our office learns more from our experience with 
this column, and as more doctors send us their sugges- 
tions, we hope to improve this one means of reaching 
the public through the newspaper. 


Virginia Doctor Honored Nationally. 

“Doctors Then and Now'’—the nation-wide N.B.C. 
radio broadcast 3:00-3:30 P.M., Saturday, May 10, will 
be centered around a Virginia doctor—Dr. John Peter 
Mettauer (1787-1875). 

The material was assembled by Mrs. Martha A. 
Turnage of the Public Relations Department of the 
Medical Society of Virginia. 

Among others, Dr. Wyndham B. Blanton, Dr. M. Pierce 
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Rucker, and Dr. J. D. Eggleston, President Emeritus of 
Hampden-Sydney College, rendered valuable assistance 
both in providing material and in the way of suggestions. 


This is to be a live broadcast, at least the last three 
minutes of which will be given to Dr. Wingate M. John- 
son, Editor of the North Carolina Medical Journal, Wins- 
ton-Salem, North Carolina. 


It is urged that members of the medical profession and 
their friends will try to hear this program. 


This office is planning to contact all NBC stations in 
Virginia prior to this broadcast expressing our apprecia- 
tion tor this program and suggesting such publicity as 
they may be in a position to provide gratis. 


We are also planning to contact the press. Great 
assistance can be rendered in this regard by doctors who 
remind their newspapers of this and its importance. 

This may provide some useful suggestions if we de- 
cide, to honor in a similar way, local members, present 
and past, of the medical profession in Virginia. 


BOOK ANNOUNCEMENTS 


Books received for review are promptly acknowl- 
edged in this column. In most cases reviews will be 
‘published shortly after the acknowledgment of 
receipt. However, we assume no obligation in 
return for the courtesy of those sending us same. 


Practical Physiological Chemistry. By PHILIP B. 
HAWK, Ph.D., President, Food Research Labora- 
tories, Inc., Long Island City, New York; BER- 
NARD L. OSER, Ph.D., Director, Food Research 
Laboratories, Inc.; and WILLIAM H. SUMMER- 
SON, Ph.D., Associate Professor of Biochemistry, 
Cornell University Medical College, New York 
City. 12th Edition. Philadelphia, The Blakiston 
Company, 1947. xiv-1323 pages. Illustrated. Cloth. 
Price $10.00. 


Fundamentals of Clinical Neurology. By H. HOUS- 
TON MERRITT, M.D., Professor of Clinical Neu- 
rology, College of Physicians and Surgeons, Co- 
lumbia University; Chief of Division of Neuropsy- 
chiatry, The Montefiore Hospital. FRED A. 
METTLER, M.D., Ph.D., Asscciate Professor of 
Anatomy, College of Physicians and Surgeons 
Columbia University. And TRACY JACKSON 
PUTNAM, M.D., Professor of Neurology and Neu- 
rological Surgery, College of Physicians and Sur- 
geons, Columbia University. Philadelphia, The 
Blakiston Company, 1947. x-289 pages.  Illus- 
trated. Cloth. Price $6.00. 


Medicine in the Changing Order. Report of the New 
York Academy of Medicine Committee on Medi- 
cine and the Changing Order. New York, The 
Commonwealth Fund, 1947. xviii-240 pages. Cloth. 
Price $2.00. 


The Pharmacopoeia of the United States of America. 
(The United States Pharmacopoeia.) Thirteenth 


Edition. By Authority of the United States Phar- 
macopoeial Convention, meeting at Washington, 
D. C., May 14 and 15, 1940. Prepared by the 
Committee of Revisions and Published by the 
Board of Trustees. Official from April 1, 1947. 
Mack Publishing Company, Easton, Pennsylvania. 
1947. cvii-957 pages. Cloth. 


Office Endocrinology. By ROBERT B. GREEN- 
BLATT, B.A., M.D., C.M., Professor of Endo- 
crinology, University of Georgia, School of Medi- 
cine; Director, Sex Endocrine Clinic, University 
Hospital, Augusta, Georgia. With a Foreword by 
G. Lombard Kelly, M.D., Dear, University of Geor- 
gia, School of Medicine. Third Edition. Charles 
C. Thomas, Springfield, Illinois. xiv-303 pages. 
Illustrated. Cloth. Price $4.75. 

In no other field is there so wide a variation 
between results obtained in human beings and those 
obtained in experimental animals as in endocri- 
nology. This is particularly true in female en- 
docrinology. For that reason the enthusiasm of 
the laboratory investigator must be tempered by 
clinical experience, instead of the other way round 
as is usually the case. The author represents a 
nice balance between clinical judgment .and investi- 
gative enthusiasm. He has six chapters on male 
endocrinology but has rightly given most of the 
space to the consideraticn of female endocrinology. 
His discussion of functional uterine bleeding and 
menometrorrhagia is particularly good and a wider 
acceptance of his ideas should prevent the removal 
of many normal uteri. 


M. P. R. 
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America’s Williamsburg. By GERALD HORTON 
BATH. Photographs by Wendell MacRae. Printed 
by Photogravure and Color Company. Published 
by Colonial Williamsburg, Incorporated, Williams- 
burg, Virginia. 48 pages. Price 65 cents. 
America’s Williamsburg is the title of Colonial 

Williamsburg’s latest publication. It is, of course, 
not a medical publication, but it is such a beautifully 
illustrated story of the restoration of the place where 
much medical history was made that many doctors 
will want to see it. The photographs were made 
by Wendell MacRae and the pamphlet was written 
and designed by Gerald Horton Bath. 


M. P. R. 


The Chest. A Handbook of Roentgen Diagnosis. By 
LEO G. RIGLER, M. D., Professor and Chief, De- 
partment of Radiology, University of Minnesota. 
Chicago, The Year Book Publishers. 1946. 352 
pages. Illustrated. Cloth. Price $6.50. 

Dr. Rigler has written a remarkably concise yet 
thorough work on the lungs, mediastinum and pleura, 
fulfilling the desire he expressed in his preface ‘‘to 
make available a sufficient body of material to pro- 
vide a foundation of knowledge and a guide for the 
analysis of any roentgenogram of the chest”. 

The concern 
methods of examination, normal variations and arte- 
facts, physiclogy, pathologic conditions, and_pro- 
cedure in roentgen interpretation, with the impor- 
tant factors clearly described and correlated with 
the roentgen appearance. A 


general introductory discussions 


brief discussion of 
each pathologic condition precedes the illustrations 
relative to that disease process, with the salient 
features clearly illustrated on the films and inter- 
preted in the explanatory notes. Pcints of differen- 
tial diagnosis are considered. 

The roentgenograms have been carefully chosen 
and thoroughly labeled, and are clearly reproduced. 
It would have made for easier reading if the labels 
had been printed directly on the illustrations, instead 
of the letter reference system used, but there is par- 
tial compensation in the fact that the explanation 
of each figure is in the page directly opposite that 
illustration. 

A valuable addition might have been some discus- 
sion of the limitations of fluoroscopy, which is 
hardly mentioned, although its advantages are 
pointed out. 


“The Chest” is highly recommended as a most 
useful guide and reference for the radiologist-in- 


training, as well as for the diagnostician, thoracic 
surgeon, and others whose practice and interest 
necessitate familiarity with the appearance of the 


normal and abnormal lungs, mediastinum and 
pleura. 

STUART J. EISENBERG. 
Dentistry. An Agency of Health Service. By 


MALCOLM WALLACE CARR, D. D. S., Director 
of Oral Surgery and Visiting Oral Surgeon, Metro- 
politan Hospital; Attending Oral Surgeon, St. 
Luke’s Hospital, Knickerbocker Hospital, Poly- 
clinic Hospital, Flower-Fifth Avenue Hospital; 
Consultant Oral Surgeon, Roosevelt Hospital, New 
York; etc. New York. The Commonwealth Fund. 
1946. 219 pages. Cloth. Price $1.50. 


This survey of dentistry in the United States is 
one of a series of monographs issued under the aus- 
pices of the Committee on Medicine and the Chang- 
ing Order of the New York Academy of Medicine, 
as a contribution to contemporary thought on ques- 
tions in the general medical and health field. 

The progress of dentistry from a biomechanical 
craft to an autonomous profession is shown through 
the history of dentistry and the development of den- 
tal education. Dental practice is discussed from 
the standpcint of private practice, hospital service, 
industrial practice, public health dentistry, and pre- 
ventive dentistry. A promising result of research 
in dental caries is the current experiment to limit 
dental caries through presence of very small quanti- 
ties of fluorides in the communal water supply. 

It is stated that there is an insufficient number 
of dentists in the United States to perform adequate 
services for the entire population, and that the time 
required for dental care per patient is greater than 
for medical care of the average patient. The nearly 
universal need for dental service militates against 
the application of the insurance principle in giving 
dental health service. As a step in providing more 
adequate dental health care, the suggestion is made 
that a complete dental health plan be initiated ex- 
perimentally in a limited area, concentrating on 
children between the ages of three and eighteen 
years. Such a plan would favor the arrival in early 
adult life at a condition of sustained dental health, 
and furnish an actuarial basis for a general insur- 
ance plan for dental care in subsequent years and 
for future generations. 

This bock is worthy of review by all who are 
interested in a dental health program. 

C. W. Morwart. 
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WOMAN’S AUXILIARY 
TO THE 
MEDICAL SOCIETY OF VIRGINIA 
President ___ Mrs. J. E. Hamner, Petersburg 
President-Elect 


Recording Secretary 


__Mrs. J. L. DeCormis, Accomac 
Mrs. M. H. Harris, West Point 


Corresponding Secretary, 


Mrs. MeApE Epmunps, Petersburg 
Treasurer Mrs. REUBEN SimMs, Richmond 


Editorial Chairman __Mrs. E. HoLttanp Trower, Eastville 


A. M. A. Meeting. 


Last call for reservations for the Twenty-fourth 
Annual Conventicn of the Woman’s Auxiliary to 
the American Medical Asscciation, which will be 
held at Haddon Hall Hotel, Atlantic City, New 
Jersey, June 9-13. 


ATLANTIC City ExTENDS A HEARTY WELCOME 
To You 


The Arlington Auxiliary 


Held a mixed bridge party on the night of Feb- 
ruary 26th at the Washington Golf and Country 
Club, from which was raised $96.00. 

The regular monthly meeting was held on the 
night of March 6th at the Washington Golf and 
Country Club. 
it was decided to have a luncheon-bridge on April 


There was no special program, but 


8th, each member to bring a doctor’s wife in order 
to stimulate interest and membership in the aux- 
iliary. 

The Auxiliary has undertaken some of the vol- 
unteer work of the Arlington Hospital. Starting in 
February, the Auxiliary divided up into three groups 
to assist the Hospital Women’s -Auxiliary at the 
Reception Desk, Library Cart and Flower arrange- 
ment programs. 

ELEANOR C. DETWILER, 
Chairman, Press and Publicity. 
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Northampton-Accomack Auxiliary. 

This Auxiliary held its regular quarterly meet- 
ing on April 8th at the home of Mrs. G. L. Fosque 
at Onancock, the president, Mrs. B. N. Mears, pre- 
siding. There were twelve members and one guest 
present. It was regretted that Mrs. J. E. Hamner, 
State President, was unable to attend as the guest 
speaker as had been planned, but Mrs. Rooker J. 
White gave a talk on “New Legislation and What 
It Leads To.” 

It was voted to place “Hygeia” in all the high 
schools of the two counties, both white and colored, 
as a gift from the Auxiliary. A report from the 
Chicago convention was given by Mrs. J. L. 
The guest, Mrs. William J. Sturgis, Jr., 
The meeting then adjourned for a 


Decormis. 
was welcomed. 
social hour and delicious refreshments. 

The next meeting will be the annual picnic and 
a social meeting at the cottage of Mrs. B. N. Mears 
at Silver Beach on July 8th. 

CATHERINE R, TROWER (Mrs. HOLLAND), 
Editorial Chairman. 


The Auxiliary to the Richmond Academy of 

Medicine 
Met Friday, March 21st, in the Academy Build- 
ing. 

Mrs. T. Stacy Lloyd, city commander of the 
Richmond Chapter of the Virginia Cancer Foun- 
dation, spoke on “The Cancer Control Program”. 
She was introduced by the Program Chairman, Mrs. 
Andrew G. Shetter. 

The luncheon chairman, Mrs. Peter Pastore, was 
assisted by Mrs. H. Stuart MacLean and Mrs. 
Arthur Klein. 

Dr. Matilda Chalkley, President, announced the 
annual benefit bridge party to be given April 11th, 
at Miller and Rhoads tearoom, all proceeds to be 
for Sheltering Arms Hospital, and other philan- 
thropic work of the Auxiliary. 

Myrt_e G. Morton, (Mrs. W. R.) 
Editorial Chairman. 
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EDITORIALS 


Our National Health Program 


‘The map shows the regional nature of the 
health problem. Among the 30 disease- 
contributing factors studied are edu- 
cation, sanitation, recreation, housing’, 
economic conditions, hygienic practices . 
and others. 


© 


Research Council 


Economic Security 
Chicago 3, Illinois 


Hospital Beds 

N° ONE in Virginia will deny that there is an alarming shortage of hospital beds. 
Many patients in all sections of the Commonwealth fail to get necessary medical 
attention because there is not a hospital bed available. In 1940, when the data upon 
which the above map was based were compiled, Virginia had one hospital bed for 
every 324 inhabitants. In the United States as a whole there was one hospital bed 
per 283 inhabitants. The state that had the greatest number of hospital beds per 
population was Nevada. Fifteen states, Alabama, Arkansas, Georgia, Idaho, Indiana, 
Iowa, Kentucky, Mississippi, North Carolina, Ohio, Oklahoma, South Carolina, 
Tennessee, Texas and West Virginia, had fewer beds than Virginia per population. 
At the same time there were in Virginia one physician for every 927 persons, one 
dentist per 3,173 inhabitants and one nurse per 464. The Research Council for 


Economic Security grouped all these factors under the head of medical facilities. 
In medical facilities Virginia ranked 35th among the 48 states. California ranked 


first and Mississippi ranked forty-eighth. 


In 1920 the average occupancy of general hospital beds in the eight South Atlantic a 
States was 65 per cent. Since then, in spite of increase in hospital facilities, there = 
has been an almost continuous increase in percentage of utilization until in 1937 be 
the percentage of occupancy reached 84. A number of reasons have been advanced ; 2 
to explain why the present hospital facilities have become inadequate. Increase of E 
the urban population and over crowding is undoubtedly an important factor. In the a 
average city home or apartment there is no room for a sick person. Another factor 


is the complexity of modern therapy. Here was a time when most diseases were 
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treated in the home and much of the surgery was done there. Now with the various 
laboratory procedures and intravenous treatments that have become routine, it is 
necessary to have the patient in a hospital. Recent calculations of the United States 


-Public Health Service of post-war hospital needs of the country, based on the assump- 


tion that 444 beds are necessary for every 1,000 population in cities and 3 beds for 
every 1,000 people in the country, indicates that the country is short 100,700 general 
hospital beds. If such is the need in the country as a whole the need in Virginia must 
be very great for she ranks near the bottom of the list of states in respect to hospital 
facilities. 


The New York Academy of Medicine Centennial Celebration 

HE New York Academy of Medicine is one of the outstanding medical societies 

of the world. It is accustomed to doing things in a big way. It has one of the 
greatest collections of medical books to be found anywhere, and its treasures are 
readily available to scholars. The ‘History of Medicine Series” published under 
the auspices of its library is a splendid testimony of its stimulating influence. Num- 
ber 3 of this series, “Andriae Vesalii Bruxellensis Icones anatomicae” is the most 
beautiful book we have ever seen. Vesalius’, or rather Calcar’s, original pearwood 
blocks were used. Some of the 400 year old blocks were warped, but one would 
never suspect it from looking at the impressions. Number 4, Janet Doe’s “A Bib- 
liography of Ambroise Paré” is a model of bibliographical research. Number 5 
a modest little book by Robert Halsey, tells of the part that Thomas Jefferson played 
in establishing vaccination as a public health measure. An interesting feature of 
the library is its index of medical portraits. A card index is maintained not only of 
the Academy’s collection of portraits, but also of all portraits in medical journals. 

The present home of the New York Academy is the finest building of its character 
we know. The Academy’s study of maternal mortality was the first of its kind and 
a model for the others that followed. There is no doubt but that it was a potent factor 
in the phenomenal reduction in maternal mortality that has occurred all over the 
country. A study of abortions that the Academy undertook resulted in the publi- 
cation of the best little book on the subject. Its Committee of Public Health 
Relations has also attracted wide spread attention. The publications of the Com- 
mittee on Medicine and the Changing Order, are worthwhile monographs on the 
social aspects of medicine, nursing and dentistry. The only criticism of this work 
is that some of the authors in this series are definitely red in their thinking and 
when they testify in Washington their testimony carries added weight because of 
their connection with the New York Academy of Medicine. 

The New York Academy of Medicine is one hundred years old and as might be 
expected the Academy put on a great celebration. It began on March 6th with a 
banquet at the Waldorf-Astoria Hotel. There was an address by the Mayor of 
the City of New York. Dr. Baehr, the President of the Academy, spoke on “The 
Role of the Academy in the City and the Nation”, and the Professor of Social 
Medicine of Oxford spoke on “Social Pathology and the New Era in Medicine”. 
Later on in the evening there was a radio broadcast over the American Broadcasting 
Company’s system on “A Century of Medical Progress”. The celebration continued 
until April 28th with various Institutes and Sectional meetings, in each of which 
authorities from home and abroad took part. Lord Horder was the speaker at 
the dinner meeting of the Institute on Social Medicine. The Section of Obstetrics 
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and Gynecology had Walter Mount of Montclair, New Jersey, Joe Meigs of Boston, 
and Emil Novak of Baltimore. We learned that this Section is the oldest obstetrical 
organization in this country. Shortly after the founding of the Academy some eight 
or nine sections were formed, one of which was Obstetrics and Gynecology. Dr. 
Henry R. Viets of Boston spoke to the Section of Neurology and Psychology on the 
“Last Hundred Years of Neurology”. The elaborate six page program shows that 
the Program Committee drew heavily from the faculties of Harvard, Michigan, 
Pennsylvania, Northwestern, McGill, Yale, Indiana, Cincinnati, Chicago and Hop- 
kins as well as from the institutions of learning of Greater New York. 


In addition to the special historical exhibits in the Academy Building, there were 
others in the Metropolitan Museum of Art, the New York Historical Society, the 
Museum of the City of New York, and the New York Public Library. All in all 
it was a celebration worthy of a great institution. ‘The New York public should 
know by now that the medical profession is interested in its welfare. 


Union Catalogue of Portraits 


HE Army Medical Library News for April announces the establishment of a 

Union Catalogue of Portraits in the Army Medical Library. “It was begun 
in 1941 by combining in one alphabetical file subject cards for portraits in the Library 
of the New York Academy of Medicine, the John Crerar Library, the College of 
Physicians Library (Philadelphia), and the Army Medical Library. There are now 
approximately 60,000 cards in the catalogue. 


“The information contained in this large reference file of portraits of persons in 
medicine and the related sciences is available to you either by personal visit to the 
Library or through correspondence. 


“The Army Medical Library is interested in expanding its Union Catalogue of 
Portraits. To this end it invites medical libraries and associations which have portrait 
collections to send information about their collections. Please address letters to 
The Commandant, Army Medical Library, 7th Street and Independence Avenue, S.W., 
Washington 25, D. C.” 


This should prove a valuable addition to the service the Army Medical Library 
is rendering the physicians of this country. Most of us have many times wanted 
to find the whereabouts of a portrait of some medical worthy. Sometimes the Index 
Catalogue will give you the information and occasionally you can find it in the 
Index volume of the Annals of Medical History, but all too frequently your search 


is in vain. Now you will be able to locate it in the Union Catalogue if there be 
such a portrait. 


Floral Eponym (50) 
WEIGELIA 


CHRISTIANUS EHRENFRIED V.WEIGEL, 1748-1831 = 


v.Weigel was born the second of May, 1748, at Stralsund and died the eighth of 
August, 1831, at Greifswald. He was a doctor of medicine and was professor of 
botany and chemistry at the University of Greifswald since 1775. 

Weigelia is a genus of very handsome flowering shrubs of the honeysuckle family. 
They are mostly May and June bloomers. 
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SOCIETIES 


Accomack Medical Society. 


Officers of this Society serving for the year 1947 
are: President, Dr. Rooker J. White, Keller; presi- 
dent-elect, Dr. Henrik Shelley, Chincoteague; and 
secretary, Dr. James Corbin Doughty, Onancock, 
who has held this position for a number of years. 
At its meeting on April 9th, delegate and alternate 
were elected for the meeting of the Medical Society 
of Virginia in Roanoke, October 13-15. 


Elizabeth City County Medical Society. 

At its meeting on March the 17th, this Society 
elected Dr. Oscar W. Ward, Jr. as president, for 
the year beginning April 1, and re-elected Dr. Rob- 
ert H. Wright, Jr. as secretary-treasurer. Both are 
of Phoebus. 


Isle of Wight County Medical Society. 

Dr. Ivan Steele of Windsor has been named sec- 
retary of this Society. Dr. Rea Parker of Smith- 
field is president. Dr. Steele fills a vacancy which 
has existed for sometime. 


The James River Medical Society, 

At its meeting on April the 16th, elected the fol- 
lowing officers for two years: President, Dr. A. C. 
Whitley, Palmyra; vice-president, Dr. E. B. Nuck- 
ols, Cumberland; and secretary-treasurer, Dr. Gar- 
land Dyches (re-elected), Dillwyn. 


Lynchburg Academy of Medicine. 

At the April meeting of the Academy, Dr. Charles 
M. Caravati of Richmond spoke on “Clinical Jaun- 
dice”, and Dr. T. Dewey Davis, also of Richmond, 
on “The Physiological Approach to the Management 
of Peptic Ulcer”. 


Roanoke Academy of Medicine. 

The April meeting of the Academy was held at 
Hotel Roanoke on April 7, at which time Dr. A. J. 
Ballantyne of Glasgow, Scotland, gave an address 
on “Clinical Research and Medical Practice”, and 
Dr. Chester’ S. Keefer of Boston, Mass., spoke on 
“The Choice of Chemotherapeutic Agents in the 
Treatment of Infection”. Both of the speakers were 
in Roanoke at this time as guest members of the 
faculty for the Gill Memorial Hospital Spring Grad- 
uate Course. Following the meeting, members of 
the Academy and guests were entertained at a buf- 


fet supper in the ball room of the hotel by the staff 
of the hospital. 


The Tazewell County Medical Society 

Held a meeting at the new Jeffersonville Hos- 
pital in Tazewell on February 28th and, following 
dinner, the hospital was inspected by the members. 
In the scientific session, Dr. Richard C. Neale, 
formerly of Richmond, gave a talk on Plasma Pro- 
tein. Dr. J. M. Peery and Dr. W. R. Strader, both 
of Richlands, are president and secretary. 


The Warwick County Medical Society 

Held its regular quarterly meeting at the James 
River Country Club on April 15th, with thirty-five 
members present. At the business session, Dr. I. F. 
Nesbitt of Newport News was elected to member- 
ship and delegates and alternates were named to the 
State Society meeting to be held in Roanoke in 
October. Dr. J. L. Thomson of Norfolk presented 
a paper on “The Surgical Treatment of Hyperten- 
sion”. 


Wise County Medical Society. 

Dr. Glenn T. Foust, Sr., entertained the Wise 
County Medical Society at dinner at Hotel Norton, 
on April 16th. 

Dr. W. B. Barton, Stonega, long time Secretary of 
this Society, was elected degelate to the Grass Roots 
Convention of the officers of County Societies of 
the Nation to be held at Atlantic City on June 8th. 

Dr. N. H. Short, Norton, was elected delegate to 
the State Convention in Roanoke in October and 
Dr. C. B. Bowyer, Stonega, alternate. 

Dr. J. H. Hagy, Dr. Glenn T. Foust, Dr. C. H. 
Henderson, were appointed a Memorial Committee 
fer Dr. T. E. Chapman who passed away on March 
17th. There were 25 members present including 
visitors Dr. T. C. Andrew and Dr. Paul Rowiszer. 
There was a discussion by Dr. Frank E. Handy 
and Dr. C. B. Bowyer of the $25.00 annual State 
dues which was approved in principle with the ex- 
pectation that the money will be spent. 

Dr. John Robert Massie of the McGuire Clinic, 
Richmond, delivered an excellent lecture on “Vari- 
cose Veins” illustrated with pictures. Discussion 
and question period followed. 
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NEWS 


American Medical Association. 

Official call has been issued for the annual meet- 
ing of the Association to be held at Atlantic City, 
N. J., Monday, June 9th, through Friday, June 
13th. This is its centennial year, the Association 
having been organized in 1847. The Hcuse of Dele- 
gates will convene at the Traymore Hotel on the 
9th and Virginia will be represented in this by Dr. 
J. Morrison Hutcheson and Dr. H. B. Mulholland. 
It is expected that this will be the most largely at- 
tended meeting in the:history of the Association. 


Members and Fellows 

According to the Director of Membership and 
Fellowship of the A.M.A., as of March 1, 1947, 
there were 72,243 Fellows and 131,590 members of 
the A.M.A. Some doctors still believe, erroneously, 
that by subscription to the Journal (which costs 
the same as fellowship) they become Fellows. At- 
tention is again called to the fact that application 
has to be made for Fellowship. 


Registration Identification Cards 

As a matter of convenience, Fellows who wish to 
register attendance at the A.M.A. in advance rather 
than get in the rush for registration at the meeting, 
should send their requests to Mr. A. W. Stack, 
at A.M.A. headquarters, 535 North Dearborn Street, 
Chicago 10, Illinois, as soon as possible, as these 
identification cards will be mailed about thirty days 
ahead of the meeting. 


Dr. Olin West Resigns as President-Elect of 

A.M.A. 

Because of ill health, Dr. Olin West of Nash- 
ville, Tenn., has resigned as President-elect of the 
American Medical Association. This is noted with 
regret by the many friends of Dr. West, made dur- 
ing his long term of service as secretary and gen- 
eral manager of the Association until his retirement 
little more than a year ago. 

Dr. Edward L. Bortz of Philadelphia, who was 
elected as vice-president at the San Francisco meet- 
ing of the A.M.A., succeeds Dr. West and will be 
inaugurated as President at the meeting to be held 
in Atlantic City in June. 

New Member of State Board of Medical 


Examiners. 
Dr. Carson L. Fifer of Alexandria has been ap- 


pointed by Governor Tuck as a member of the 
State Bcard of Medical Examiners from the Eighth 
Congressional District, to succeed Dr. Chalmers 
Gemmill, resigned. 


Personnel Changes, State Department of 

Health. 

Dr. Walter R. Johnson has been appointed Health 
Officer of the Alleghany-Botetourt Health District, 
with headquarters at Covington, Virginia. He as- 
sumed his duties as of April 1. 

Dr. Merle V. Bemis has been appointed Health 
Officer of the Buchanan-Tazewell Health District, 
with headquarters at Richlands, Virginia. He as- 
sumed his duties as of April 1. 

Mr. George W. Jones, Jr., formerly an Assistant 
Director of the Hospital Division of the Medical 
College of Virginia, has been appointed to the staff 
of the State Department of Health to assist in the 
administration of the indigent hospitalization pro- 
gram. This program is being put into effect to carry 
out an Act of the last General Assembly providing 
for joint state and local participation in hospitali- 
zation of indigent patients. Mr. Jones assumed his 
duties as of April 15. 


J. Shelton Horsley Memorial Lecture. 

On Tuesday evening, April 22nd, the first of the 
J. Shelton Horsley Memorial Lectures was presented 
by the Richmond Academy of Medicine. This lec- 
tureship, established in memory of Dr. Horsley by 
his son, Dr. Guy W. Horsley, will take place each 
Spring at a regular meeting of the Academy and 
will present outstanding medical men in the fields 
cf surgery, physiology and pathology. 

Dr. Edward D. Churchill, the John Homans Pro- 
fessor cf Surgery at Harvard Medical School, Bos- 
ton, was the speaker, the title of his paper being 
“Historical Notes on the Management of Wounds 
of the Thorax”. Dr. Churchill was surgical con- 
sultant in the North African and Mediterranean 
Theaters, and is the immediate past President of 
the American Surgical Association. 


Medical College of Virginia News. 
The following promotions have recently been 
made in the School of Medicine: 
Dr. H. Page Mauck, Professor of Orthopedic Surgery 
and acting head of the department. 
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Dr. J. D. Reid, Professor of Bacteriology and Parasi- 
tology. 

Dr. R. D. Butterworth from instructor to associate in 
orthopedic surgery. 

Dr. Jack K. Finnegan from associate in to assistant 
professor of pharmacology. 

Dr. Seymour Schotz from associate in to assistant pro- 
fessor of anesthesiology. 

Dr. William R. Ray from instructor to associate in 
medicine. 

Dr. Eric C. Schelin from instructor to associate in 

obstetrics. 

Dr. J. B. Funkhouser from assistant to associate in 
neuro-psychiatry. 

Dr. Merritt Foster, Jr., from assistant to instructor 
in neuro-psychiatry. 

Dr. B. W. Haynes from assistant to instructor in 
surgery. 

Dr. Julius C. Hulcher from assistant to instructor in 
otology, rhinology and laryngology. 

Mrs. Louise L. Jones from assistant to instructor in 
anatomy. 

Dr. Robert P. Meyers from assistant to instructor in 
urology. 

Dr. E. L. Shelton from assistant to instructor in surgery. 

Dr. Edwin Wortham from assistant to instructor in 
ophthalmology. 

New appointments are: 

Dr. Sydenham B. Alexander, assistant in medicine. 

Dr. John S. Archer, Jr., assistant in otology, rhinology, 
and laryngology. 

Dr. Robert G. Dunn, Jr., assistant in radiology. 

Miss Mary Katherine East, instructor in biochemistry. 

Dr. G. E. Forbes, Jr., instructor in medicine. 

Dr. James T. Gianoulis, assistant in urology. 

Dr. George R. Gish, Ir., assistant in neurological sur- 
gery. 

Dr. William F. Grigg, Jr., assistant in pathology. 

Dr. Nelson Hastings, assistant in neurological surgery. 

Dr. William H. Higgins, Jr., instructor in medicine. 

Dr. E. P. Irving, assistant in orthopedic surgery. 

Miss Muriel Jones, assistant in bacteriology. 

Dr. Henry G. Kupfer, fellow in clinical pathology. 

Dr. Martin Markowitz, assistant in surgery. 

Dr. Charles E. McKeown, assistant in medicine. 

Dr. Jeffrey P. Moore, assistant in radiology. 

Dr. E. L. Mrkvicka, Jr., assistant in ophthalmology. 

Dr. Herman Nachman, assistant in surgery. 

Miss Olga Petterson, research assistant in biochemistry. 

Dr. Luke Query, Jr., assistant in medicine. 

Dr. John E. Rayl, assistant in surgery. 

Dr. A. Erskine Sproul, assistant in obstetrics. 

Dr. William H. Talbot, instructor in pathology. 

Dr. Karl K. VanSlyke, assistant in surgery. 

Dr. Clyde Vick, assistant in surgery. 

Miss Marion L. Wilkin, research associate in bacteri- 
ology and parasitology. 

Dr. Robert M. Wilson, assistant in radiology. 
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Dr. William Minor Deyerle 

Announces the opening of his offices for the prac- 
tice of orthopedic surgery at 1100 West Franklin 
Street, Richmond. 


The Richmond Drug Association, 

Composed of doctors, pharmacists and detail men, 
their superiors and managers, has been organized 
in Richmond, with the following officers: 

George Pollard, President 
George Frank and 

Warren Bridges, Vice-Presidents 
Geo. B. Bowers, II, Secretary 
A. O. Courtney, Treasurer 

This organization meets once a month and has 
a guest speaker from the medical profession and 
the laity to discuss various problems. Detail men 
from other sections, temporarily in Richmond, are 
invited to attend the meetings, dates for which may 
be obtained from M. C. Thompson at Powers and 
Anderson, Inc. 


Dr. J. U. Gunter, 

Formerly of Roanoke, has received his discharge 
from the U. S. Naval Service and has established 
his permanent residency in North Carolina, where 
he will be connected with the Watts Hospital in 
Durham. 


News from University of Virginia, Depart- 
ment of Medicine. 

At the annual meeting of the Mid-Atlantic Sec- 
tion of the American Urological Association held 
in Washington, D. C., on March 20th, Dr. Samuel 
A. Vest, Professor of Urology, spoke on “Anuria 
and Tubular Lesions in the Kidney”. 


Dr. D. C. Smith, Professor of Dermatology and 
Syphilology, spoke on the “Early Treatment of 
Syphilis” before the Tennessee State Medical As- 
sociation on April 8th. 


On April 9th, Dr. Fletcher D. Woodward, Pro- 
fessor of Otolaryngology, spoke before the Tennessee 
State Medical Association on “Paralysis of the 
Larynx”. He also addressed the Tennessee Acad- 
emy of Ophthalmology and Otolaryngology on April 
8th, on the “Treatment of Sinus Disease’. 


At the sixtieth session of the American Associa- 
tion of Anatomists held in Montreal on April 3rd, 
Dr. Carl C. Speidel, Professor of Anatomy, spoke 
on “Reinnervation phenomena as revealed by pro- 
longed observations of vagus nerve stumps and as- 
sociated sense organs”. 
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St. Albans Sanatorium. 

The staff of Saint Albans Sanatorium, Radford, 
held a staff dinner meeting on April 18th, at the 
Governor Tyler Hotel, with approximately 100 phy- 
sicians attending. Dr. W. L. Powell, President of 
the Medical Society of Virginia, spoke briefly on 
pending medical bills in Congress and outlined the 
public relations program of the Society. 

The guest speaker, Dr. James W. Watts, Wash- 
ington, D. C., addressed the group on “Surgical 
Treatment of Mental Disorders”. 


The Virginia Orthopedic Society 

Held its semi-annual meeting at University of 
Virginia Hospital and at Farmington Country Club 
on April 11 and 12, Dr. J. T. Tucker of Rich- 
mond, presiding. Dr. H. H. Wescott of Roanoke 
is secretary. On Friday evening, those attending 
were guests of Dr. R. V. Funsten for dinner at the 
Club. At this session, the subject for discussion was 
the Crippled Children’s Bureau, and Dr. P. M. 
Chichester and Dr. Louise F. Galvin of the State 
Health Department took part in this program. The 
session at the Hospital on Saturday was in the 
form of a clinical congress. There was a full at- 
tendance for these sessions. 


News from Duke University School of Medi- 
cine. 
PROMOTIONS 

Dr. J. W. Beard—Professor of Surgery in charge of Ex- 
perimental Surgery. 

Dr. N. F. Conant—Professor of Mycology and Asso- 
ciate Professor of Bacteriology. 

Dr. W. J. Dann—Professor of Nutrition. 

Dr. C. E. Gardner—Clinical Professor of Surgery. 

Dr. Leslie B. Hohman—Professor of Neuropsychiatry. 

Dr. W. H. Hollinshead—-Professor of Anatomy. 

Dr. D. S. Martin—Professor of Public Health and As- 
sociate in Medicine. 

Dr. Hans Neurath—Professor of Biophysical Chemistry. 

Dr. J. W. Everett, Associate Professor of Anatomy. 

Dr. Hans Lowenbach—Associate Professor of Neuro- 
psychiatry and Associate Professor of Physiology. 

Dr. W. M. Nicholson—Associate Professor of Medicine. 

Dr. E. L. Persons—Director of Student Health, Assistant 
Professor of Medicine, and Associate Professor of 
Public Health and Preventive Medicine. 

Dr. Ralph Arnold—Assistant Professor of Otolaryngology 
and Ophthalmology. 

Dr. Otto Billig—Assistant Professor of Neuropsychiatry. 

Dr. K. L. Duke—Assistant Professor of Anatomy. 

Dr. Grant Taylor—Assistant Professor of Bacteriology, 
Assistant Professor of Pediatrics, and Assistant Dean. 

Dr. James G. Whildin—Assistant Professor of Radiology. 
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NEW APPOINTMENTS 

Dr. George F. Sutherland—Visiting Assistant Professor 

of Neuropsychiatry. 
Dr. F. L. Engel—Associate in Medicine. 
Dr. M. Bolus—Instructor in Dermatology and Syphilology. 
Dr. E. Bugg—lInstructor in Orthopaedics. 
Dr. J. B. Hickam—Instructor in Medicine. 
Dr. J. Hitch—Instructor in Dermatology and Syphilology. 
Dr. J. D. Myers—Instructor in Medicine. 
Dr. Benjamin Skinner—Instructor in Pediatrics. 
Dr. Charles Styron—Instructor in Medicine. 
Dr. K. D. Weeks—Instructor in Medicine. 
Dr. Walter Cargill—Fellow in Medicine. 
Dr. J. E. Jacobs-—Lecturer in Orthopaedics. 


Dr. Siegfried Dratler, 


Portsmouth, has been elected to Associate Fellow- 
ship in the American College of Allergists. 


Dr. William L. Davis, 

University of Virginia, class of ’40, formerly in 
practice in Princess Anne County, has completed 
a three-year residency at Margaret Hague Hospital, 
Jersey City, and will now practice obstetrics and 
gynecology in Newport News. His office is at 3304 
West Avenue. 


Jane Todd Crawford Student Loan Fund in 

Gynecology. 

The Woman’s Auxiliary to the Southern Medical 
Association has established a loan fund as a me- 
morial to Jane Todd Crawford for young Southern 
physicians wishing to pursue the study of gynecol- 
ogy. The applicant must not be over 32, of good 
character, and show evidence of being capable of 
absorbing adequate knowledge. The loan, of course, 
must be returned in small installments after com- 
pletion of the study. 

Several branches of this Auxiliary in the past 
have offered medical loan scholarships for under- 
graduates in medicine, but this seems to be the first 
postgraduate scholarship under the Woman’s Aux- 
iliary sponsorship. Inquiries may be addressed to 
Mrs. J. Ullman Reaves, 1862 Government Street, 
Mobile 18, Alabama. 

Reference was made to this in the March 
MonrTHLY in the Woman’s Auxiliary Department. 


For Sale— 
New Stille stainless steel instruments. 
Irrigating stand—2 basins, single percolator. 
Gilbert portable O.B. bed. 
Used steel commode chair. 
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Instrument cabinet, white steel. 

Small safe, fireproof. 

For further information, write No. 175, care this 
journal, 1200 East Clay Street, Richmond 19. ( Adv.) 


Wanted— 

Assistant physicians for state mental hospital. 
Good salary. Full maintenance for single man. 
Brick cottage, telephone, water, lights, laundry for 
married. Replies confidential. Write Dr. Ira C. 
Long, Superintendent, State Hospital, Goldsboro, 
N. C. (Adv.) 


Qualified Obstetrician, 

Virginian, will consider proposal relative to asso- 
ciation with an obstetrician or with a group. Replies 
treated confidentially. Address “Obstetrician” care 
this journal, 1200 East Clay Street, Richmond 19. 
(Adv.) 
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Wanted— 

A young doctor for a junior partner; country 
practice; good salary plus commission. Address 
“Doctor”, care this journal, 1200 East Clay Street, 
Richmond 19, Va. (Adv.) 


For Sale— 

GE X-ray, Model 1775; 30 ma; 85 KVP, table 
with Bucky; in excellent working condition. James 
P. King, M.D., Radford, Va. (Adv.) 


Doctors Needed in Rural Communities. 
Many inquiries have come to this office for doc- 

tcrs in rural communities. If interested in such, 

please communicate with this journal, 1200 East 


Clay Street, Richmond 19. (Adv.) 


OBITUARIES 


Dr. William Clyde West, 

Alexandria, died April 1st. He was fifty-five 
years of age and a graduate of the Medical College 
of Virginia in 1920. Dr. West was formerly city 
health officer in Alexandria and was a past presi- 
dent of the Alexandria Medical Society. He had 
been a member of the Medical Society of Virginia 
since 1924. His wife and two children survive him. 


Dr. Max Schoenbaum 

Of Richmond died March 28th after a brief ill- 
ness. He was born in Germany in 1882 and grad- 
uated from the Medical College of Virginia in 1905. 
After graduation, Dr. Schoenbaum practiced at 
Highland Springs and moved his home to Rich- 
mond about twenty years ago. He had been a mem- 
ber of the Medical Scciety of Virginia for thirty- 


eight years. His wife and two sons survive him. 


Dr. Thomas E. Chapman, 
St. Paul, died on March 17th, at the age of sev- 
enty. He graduated in medicine from the Kentucky 


University School of Medicine in 1904, and had for 
many years been an active and interested member 
of the Wise County Medical Society. 


Dr. Arthur D. Knott, 

Formerly professor of Preventive Medicine at 
the Medical College of Virginia and prominent in 
public health work, died on March 19 at Thomas- 
ville, Georgia, following a brief illness. He re- 
ceived his medical degree from Vanderbilt Univer- 
sity in 1900 and, after service in World War I, 
matriculated at Johns Hopkins University Medical 
School, from which he received his degree of D. P.H. 
Upon leaving Virginia, Dr. Knott located at Parkers- 
burg, W. Va., as Health Commissioner of Wood 
County. At the time of his death he was health 
officer of Mitchell County, Georgia. He was a former 
president of the West Virginia Public Health Asso- 
ciation and a fellow in the American Public Health 
Association. He is survived by his wife and a 
daughter by a former marriage. 


